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CHAPTER I. INTRODUCTION 
Justification 
As the world continues to change and our economy weakens, concerns 
about our nation's continued existence as a world leader are being addressed. 
Because of the belief that young people are the greatest resource our nation has, 
"the future of the nation is dependent on the health of our children" (Gilbert, 
Gold, & Damberg, 1985, p. 125). 
Despite new knowledge and technology being used today throughout the 
health care field, we continue to experience senseless deaths among our youth 
caused by accidents, drug abuse, homicides and suicides. Our ability to rear 
healthy, well-adjusted, well-educated and responsible children remains a key 
factor in determining who become future world leaders. Research findings re-
emphasize the need to continue efforts to improve the health status of children 
and adolescents. 
Valuable insights about a variety of problems that pose health threats to 
children and adolescents have been provided through research findings. Of the 
62 million American children, it is estimated that 7.5 million, or 12%, younger 
than age 18 have chronic diseases; and American children missed an average of 
5.3 days of school each year due to illness. Low income children missed almost 
twice as many days as higher income children (Pigg, 1989). 
Other statistical findings noted by Pigg (1989) were approximately 47% of 
adolescents report getting drunk from once a month to once a week or more; 
19% of high school students report daily use of cigarettes; almost 60% try an 
illegal drug before graduation; and one in eight high school seniors report 
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using cocaine. Ten percent to 20% of American children are obese. Sexually 
active adolescents between the ages of 15 and 19 experience the highest rate of 
sexually transmitted disease; more than one million teenagers become 
pregnant annually and about half of them give birth; and only 15% of 
American youth ages 13 to 17 wear a seat belt while riding in the front seat of an 
automobile. 
Additional research statistics have indicated that threats to adolescents' 
health in the United States are divided into two major categories: mortalities 
and morbidities. The three major mortalities are accidental injuries, homicide 
and assault, and suicide. Approximately 60% of all adolescents' and young 
adults' accidental fatalities (18,800 deaths per year among the 15 to 24 year-old 
age group) are the result of motor vehicle crashes. In the United States over 
50% of those who died as a result of such accidents had a blood alcohol level of 
0.1 mg/dl or higher. Homicide or assault accounted for approximately 15.5 
deaths per 100,000 of people aged 15 to 24. Finally, suicide deaths accounted for 
12.3 per 100,000 or 10.7% of the deaths among 15 to 24 year-olds. 
The major morbidities are: teenage pregnancy, with 47.9% pregnancies 
carried to full term; alcohol use, with nearly all graduating seniors having had 
their first drink by age 13; tobacco use, with 30% of 13 to 17 year old females 
smoking and a rise in adolescent males using smokeless tobacco (10 to 20%); 
and physical abuse, with 16 to 30% occurring to youths 13 to 17 years of age. It is 
estimated that 12 million American children and youth suffer from chronic 
illnesses and disabilities. Chemical abuse is also a major morbidity. In a study 
forty-six percent of adolescents reported using marijuana within the past year, 
32% said they had used marijuana in the past month and 7% had used it on a 
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daily basis. Forty percent of seniors reported they used other drugs such as 
cocaine, amphetamines, and "look-alikes" (Blum, 1987). 
These statistics support the fact that many of the major health problems 
experienced by young Americans could be avoided (Pollock, 1987). This is also 
true in our growing elderly population. Some health problems in later years 
could be avoided by choosing healthier lifestyles through educational 
intervention during earlier years. The consequences of unhealthy lifestyles are 
costly and may shorten one's life. Health statistics and associated health costs 
indicate the need for school health education which will avoid or modify 
health risks (Gilbert et al., 1985). Also, results of the National Adolescent 
Student Health Survey (NASHS) (Pigg, 1989) provided evidence that school 
health education can make a difference in health knowledge, attitudes and 
behaviors. 
The universal need for health education was first set forth in the Surgeon 
General's Report published in 1979, which included the Health Objectives for 
the Nation. Recently, the Iowa General Assembly mandated a unit of health 
after reviewing the overwhelming statistics, nationally and statewide, 
regarding teenage pregnancy, substance abuse, sexually transmitted diseases— 
including Acquired Immune Deficiency Syndrome (AIDS)—mental and 
emotional health, and the status of the family in today's society. The School 
Standards Act (1988) requires implementation of one unit of health for students 
in grades nine through twelve, composed of eleven health strands: personal 
health; food and nutrition; environmental health; safety and survival skills; 
consumer health; family life; human growth and development; substance 
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abuse and nonuse; emotional and social health; health resources; and 
prevention and control of disease, including sexually transmitted diseases. 
Statement of the Problem 
By mandating health education for grades nine through twelve, the Iowa 
General Assembly (IGA) has gone on record as addressing the need for health 
education. Although the IGA has determined that certain strands of health 
need to be included in one unit of health in secondary schools, the actual steps 
showing how these programs are to be implemented in school curricula are not 
specified. The overall purpose of this study was to determine how schools are 
incorporating health strands into their curricula. The specific purposes of this 
study were to examine: (1) organizational aspects of health curricula for grades 
nine through twelve, and (2) secondary school health teachers' attitudes 
toward eleven health strands that make up one unit of health as mandated by 
the Iowa General Assembly. 
Research Questions and Objectives 
Questions answered by the research procedures were: (1) How are 
secondary schools in Iowa implementing a mandated unit of health?, (2) What 
health education models are being used for developing and implementing the 
health unit?, (3) How do secondary school health teachers evaluate their 
school's health curriculum?, (4) What roles do secondary school health 
teachers play in health curriculum development and implementation?, and (5) 
What are the secondary school health teachers' attitudes toward the eleven 
health strands indicated in the legislation for the unit? 
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Specific objectives related to the research questions were to; 
(1) determine the degree to which health education curricula of secondary 
schools meet the criteria for health education as set forth in the School 
Standards Act, (1988). 
(2) identify models being used for developing and implementing health 
education curricula in secondary schools. 
(3) evaluate health education curricula in secondary schools. 
(4) identify secondary school health teachers' roles in health education 
curricula development and implementation. 
(5) determine attitudes of secondary school health teachers toward the 
eleven mandated health strands in Iowa. 
Definitions 
Health 
"Health is a state of complete physical, mental, and social well-being and 
not merely the absence of disease or infirmity" (WHO-World Health 
Organization's Constitution, 1947 in Osman'czyk, 1990, p. 1035). 
Health Education 
"[Health Education is the] process that bridges the gap between health 
information and health practices. Health education motivates the person to 
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take the information and do something with it—to keep himself healthier by 
avoiding actions that are harmful and by forming habits that are beneficial" 
(President's Committee on Health Education, 1973, p. 17). 
"Health education is any designed combination of methods to facilitate 
voluntary adaptations of behavior conducive to health" (Green, Kreuter, Deeds, 
& Partridge, 1980, p. xiv). 
"Health education is a deliberately plarmed, structured learning 
opportunity (opportunities) about health that occurs in a setting at a given 
point in time and involves an interaction between an educator and learner" 
(Bates & Winder, 1984, p. 226). 
Health Promotion 
"Health promotion is any combination of health education and related 
organizational, political, and economic interventions designed to facilitate 
behavioral and envirorunental adaptations that will improve or protect health. 
Health promotion, therefore, means more than health education" (Bates & 
Winder, 1984, p. 45). 
Health Instruction 
"Health instruction is formal planned classroom health teaching ... 
instruction that promotes the development of favorable attitudes and 
understanding that results in a pattern of living, enabling the individual to 
attain the highest possible level of health, meets the true goal of all health 
teaching" (Creswell & Newman, 1989, p. 40). 
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Curriculum Implementation 
The process involving person(s) who has the authority and/or power to 
decide what, where, and how curriculum will be put into effect, or 
accomplished in the classroom. 
Iowa Department of Education Framework 
"Curriculum for local schools to use as a means of assessing their current 
programs in health education and to plan for a comprehensive health 
education program for the future" (Iowa Department of Education, 1986, p. 1). 
Health Strand 
Any one of the eleven mandated health strands required in one unit of 
health for grades nine through twelve in the School Standards Act (1988). The 
eleven health strands are: (1) personal health; (2) food and nutrition; (3) 
environmental health; (4) safety and survival skills; (5) consumer health; (6) 
family life; (7) human growth and development; (8) substance abuse and 
nonuse; (9) emotional and social health; (10) health resources; and (11) 
prevention and control of disease, including sexually transmitted diseases. 
Secondary School Health Teacher 
Any individual who is responsible for teaching one or more health 
strands at the secondary level (Junior High students, ages 12 to 14 and Senior 
High students, ages 15 to 18). However, for the purpose of this investigation, 
secondary students, age 14 to 18 or grades nine through twelve will be included. 
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Explanation of Human Subjects In Research 
The Iowa State University Committee on the Use of Human Subjects in 
Research reviewed this research project and concluded that the rights and 
welfare of the human subjects were adequately protected. Furthermore, the 
risks were outweighed by the potential benefits and expected value of the 
knowledge sought, confidentiality of the data was assured, and informed 
consent was obtained by appropriate procedures (Appendix A). 
Significance of the Study 
In the literature, the importance of health and the role of the school in 
achieving the 1990 Health Objectives for the Nation has been well documented. 
Few descriptive studies have been used as a basis for examining organizational 
aspects of health education curricula and teachers' attitudes toward health units 
consisting of ten or more health strands taught at the secondary level, ninth 
through twelfth grade. Furthermore, little information was provided about 
how mandated health units are implemented in school curricula at the 
secondary level, and how teachers' perceptions might guide the curriculum 
development and implementation process of state health education mandates 
to reflect student needs at the various grade levels, nine through twelve. 
This study will be helpful to members of the state legislature, members of 
local and state school boards who are charged to assess the various school 
districts fulfillment of state mandates, and members of the state education 
department. In addition to being helpful to the aforementioned groups of 
people, superintendents, curriculum developers, teachers and other people 
involved in health education curricula may benefit from this study. 
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Furthermore, this study may provide a foundation for other students, 
researchers, and educators interested in health education to use in conducting 
further studies on health education mandates at the secondary level. 
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CHAPTER II. LITERATURE REVIEW 
In order to examine the nature of the health education curricula in 
selected secondary schools in Iowa, several areas of school health education 
were reviewed in the literature. These areas were the History of Health 
Education, Trends in School Health, Addressing Health Problems, Health 
Promotion, Comprehensive School Health Education, Overview of School 
Health in the United States, Schools Meeting 1990 Health Objectives for the 
Nation, Health Education Curriculum Development and Implementation, 
Curriculum Approaches/Models, Teachers' Health Attitudes and Beliefs, and 
The Importance of School Health. 
History of Health Education 
Evidence throughout the history of man has shown that health is one of 
the fundamental concerns of the human race. "History illuminates the past, 
gives depth, breadth and perspective to the present, and provides direction for 
future progress" (Means, 1962, Preface). 
The origins of health education in schools have been well documented in 
the literature (Brownell, 1949; Kolbe, 1985; Mayshark & Irwin, 1968; Means, 
1962; Nolte, 1985; O'Rourke, 1985; Pollock, 1987; Pollock & Hamburg, 1985; 
Turner, 1939; Veselak, 1959). Even as early as the eighteenth century, schools 
were used as important vehicles for transmitting health information to insure 
a healthier nation. This is evident in early works concerning students' health 
reviewed by Means, (1962). William A. Alcott in 1829, discussed the need for 
improving school buildings in a document he published entitled, "Essay on the 
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Construction of Sclioolhouses." Also, Alcott was very influential in the field of 
health education because of his other numerous essays pertaining to school 
health services and health instruction. Later, Horace Mann's "First Annual 
Report," in 1837, in which he discussed the problem of school hygiene and his 
"Sixth Annual Report," in 1843, in which he discussed the importance of 
teaching health principles became very influential documents in the field of 
health education. 
Another momentous event that had an impact on the field of health 
education came as a result of Lemuel Shattuck's "Report of the Sanitary 
Commission of Massachusetts," in 1850. Although Shattuck's report was 
predominantly on public health, he urged that health instruction be considered 
as part of the school curriculum: 
It has recently been recommended that the science of physiology be 
taught in the public schools; and the recommendations should be 
universally approved and carried into effect as soon as persons can be 
found capable of teaching it.... Every child should be taught early in 
life, that, to preserve his own life and his own health and the lives 
and health of others, is one of the most important and constantly 
abiding duties. By obeying certain laws, or performing certain acts, 
his life and health may be preserved; by disobedience, or performing 
certain acts, they will be destroyed. By knowing and avoiding the 
causes of disease, disease itself will be avoided, and he may enjoy 
health and live; by ignorance of these causes and exposure to them, 
he may contract disease, ruin his health, and die. Everything 
connected with wealth, happiness and long life depend upon health; 
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and even the great duties of morals and religion are performed more 
acceptably in a healthy than in a sickly condition (Means, 1962, p. 44). 
In 1874 the Women's Christian Temperance Union was founded. It was 
the first nationwide group to express concern about health instruction in the 
public schools. The Women's Christian Temperance Union, led by Mary 
Hanchett Hunt, was very instrumental in getting state legislatures and state 
level education departments to include required subject matter in the school 
curriculum described as physiology and hygiene (Brownell, 1949; Means, 1962). 
In forty of the states these laws specified that instruction [pertaining to the 
effects of alcohol and narcotics] be part of a broader program of instruction in 
physiology and hygiene (Rogers, 1930). William A. Alcott, Horace Mann, 
Lemuel Shattuck, and leaders in the Women's Christian Temperance Union 
are only a few of the influential people in the history of health education in 
schools (Means, 1962). Other instrumental people active in advocating that 
some health instruction be taught in the public schools were physicians (Rice & 
Hutchinson, 1952; Sigerist, 1956). 
Trends in School Health 
Some more recent trends were discussed by Wilson (1954), a recipient of 
the William A. Howe award, the highest honor of the American School Health 
Association. These trends centered on cooperation among various agencies 
and professional groups; the relationship between school health programs, 
parents and practicing physicians; and changes in health problems of school-age 
children. First, there was a noted increase in the number of health departments 
and education departments with a legitimate interest in the health of school 
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children. As a result, a booklet was prepared jointly by the National Council of 
Chief State School Officers and the Association of State and Territorial Health 
Officers, entitled "Responsibilities of State Departments of Education and 
Health for School Health Services." The booklet addressed in detail principles 
for cooperation at both the state and local levels. Accompanying the 
cooperation between health and education departments was an increase in the 
cooperation of various professional organizations. For example, the Joint 
Committee on Health Problems in Education of the National Education 
Association and the American Medical Association promoted mutual 
understanding and cooperation between the medical and teaching professions 
concerning the health of school children. Other organizations cited were the 
American School Health Association, the American Public Health Association, 
the Health Education Division of the American Association for Health, 
Physical Education and Recreation, as well as representatives from the 
professional organizations of teachers, nurses, and physicians. 
Secondly, more care had been taken to improve the relationships among 
the school health programs, parents, and physicians, by designing school health 
services to encourage parents to devote more attention to child health. This 
caused parents to utilize services of their physician and dentist, and of 
community health agencies, which had resulted in closer relationship among 
school health services, parents, and the medical profession. 
Thirdly, trends dealing with changes in the health problems of school-age 
children were addressed. At one time childhood communicable diseases and 
extended use of preventive inoculations combined with the use of antibiotics 
and sulfonamides, were the focal point of school health activities. Although 
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preventive inoculations combined with the use of antibiotics and sulfonamides 
are still necessary health measures, childhood communicable diseases do not 
cause the same concerns as they did in previous years. However, new trends in 
child health problems, for example, accidents, will require school health 
administrators to reassess their programs and to modify them to make sure 
existing health problems of children are solved. 
Addressing Health Problems 
In 1973, the focal point for addressing health problems which drew 
national attention was on changing behavior through health education. The 
President's Committee on Health Education suggested that health problems 
were influenced by behavior. Other reports, including the landmark findings 
from the Surgeon General's report in 1979, brought to the forefront an urgent 
need to reduce mortality and morbidity rates in the United States. It was 
suggested that by changing life-style and environment, health status could be 
improved and that would reduce the number of premature deaths in the 
United States (Surgeon General's Office, 1979). 
This focus on behavior to improve health was apparent in Pine's (1985) 
review of the Traditional Schoôl Health Programs (TSHP), and the Emerging 
New Style School Health Programs (ENSHP). The Traditional School Health 
Programs (TSHP) only focused on the cognitive aspect of health. Fourteen 
points of difference existed between the health curricula of these two programs. 
One key point was ENSHP focused on changing health behavior along with 
changing the health knowledge as focused on in the TSHP. 
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Health Promotion 
In addition to changes seen in school health programs. Pine (1985) 
discussed health promotion. Three elements of health promotion identified 
were health instruction, school health services, and a healthy environment. 
Health instruction was the first element used for reaching the goal of having 
healthy students. Instruction in health covered many themes, issues, and facts 
which educators agree on; (1) Personal health, (2) Mental and emotional 
health, (3) Prevention and control of disease, (4) Nutrition, (5) Substance use 
and abuse, (6) Community health, (7) Consumer health, (8) Environmental 
health, (9) Accident prevention/safety, and (10) Family life education. The 
second element, school health services, addresses more than health education 
or what happened in the classroom. This element is useful in providing 
services to prevent and control students' health problems. The third element, a 
healthy environment, consisted of the proper maintenance of buildings and 
grounds, safety regulations, safety inspections, drills, patrols, and more. 
Therefore, health promotion is more than health education. Bates and 
Winder (1984) stated that "health promotion is any combination of health 
education and related organizational, political, and economic interventions 
designed to facilitate behavioral and envirorunental adaptations that will 
improve or protect health" (p. 45). 
In an article by Parcel, Simons-Morton and Kolbe (1988), it was suggested 
that the concept of school health be expanded beyond the traditional health 
education, services and environment to include other components of the 
school that have the ability to either directly or indirectly influence students' 
health. A model for planned change in the schools was also presented in this 
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article. The model consisted of four phases of change: (1) institutional 
commitment, (2) alterations in policies and practices, (3) alterations in roles and 
actions of staff, and (4) student learning activities. A completed project called 
"Go For Health" was used to demonstrate the effective application of this 
model for planned change as a health promotion strategy. Organizational 
change strategies were integrated with student learning activities that related to 
students' diets and exercise (Figure 1). 
In the Surgeon General's Report (1979), "the concept of health promotion 
was used in an effort to stop smoking, reduce alcohol and drug use, control 
stress, modify unhealthy diets, and increase exercise." In order to help clarify 
the meaning of health promotion as an intervention, a conceptual framework 
was developed, then used, to review a large-scale health promotion program 
that included drug abuse prevention (Perry & Jessor, 1985). Two 
complementary strategies for health promotion were identified because health 
promotion was generally associated with changing particular health practices or 
health-related behaviors. The two complementary strategies are oriented 
toward weakening, reducing, and eliminating behaviors that compromise 
health; and toward introducing, strengthening, and reinforcing behaviors that 
enhance health (Figure 2). The final conceptual model for health promotion 
was then used to describe current intervention programs in both health 
promotion and adolescent drug abuse (Figure 3). 
Only one intervention program was focused on by Ferry and Jessor, the 
Minnesota Heart Health Program. This program was a community-based 
demonstration project designed to enhance cardiovascular health and to 
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Program 
Components 
Immediate 
Outcomes 
Short-Term 
Outcomes 
Long-Term 
Outcomes 
(1) School health 
services 
(2) School health 
education 
(3) School health 
environment I 
(4) Integrated school & 
community health 
promotion efforts I (5) School physical 
education 
(6) School food 
service I 
(7) School counseling 
(8) Schoolsite health 
promotion program 
for faculty & staff 
Student 
health-related 
behaviors 
Faculty & 
Staff -
Health-related 
behaviors 
Health Status Health Status 
h 
Cognitive 
performance 
1 
Health status 
I :  
Educational 
achievement 
Cognitive 
performance 
Figure 1. School health promotion components and outcomes 
Note. From "Health promotion: Integrating organizational 
change and student learning strategies" by G. S. Parcel, B. G. 
Simons-Morton, and L. J. Kolbe, 1988, Health Education Quarterly, 
15. p. 436. Copyright © 1986 by L. J. Kolbe. Reprinted by 
permission of L. J. Kolbe. 
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Introducing and/or Strengthening 
Health-Enhancing Behavior 
Eliminating and/or Weakening 
Health-Compromising Behavior 
HEALTH PROMOTION: 
Complementary Strategies 
• Regular aerobic exercise training 
• Social skills development 
• Developing new Interests 
• Regular use of contraception 
• Reducing excessive television 
involvement 
* Minimizing fast food consumption 
• Reducing frequency of marijuana 
use 
• Drinklng-drlving prevention 
Figure 2. Health promotion; Complementary strategies 
Note. From "The concept of health promotion and the 
prevention of adolescent drug abuse" by C. L. Perry and R. Jessor, 
1985, Health Education Quarterly. 12. p. 175. Copyright © 1985 by 
John Wiley and Sons. Reprinted by permission of John Wiley and 
Sons, Inc. 
reduce morbidity and mortality from cardiovascular disease — heart attack and 
stroke in three communities. Findings indicated that the three-dimensional 
model showed what a truly comprehensive approach to health promotion 
might be like based on the following: first, that health promotion ultimately 
entails behavior change; second, behavior can be changed by introducing and 
reinforcing new, and often alternative behaviors that enhance health, and by 
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DOMAINS 
OF 
HEALTH 
FOCI 
OF 
INTERVENTION 
Physical 
Psychological 
Social 
Personal 
Behavior 
Personality 
Environment 
STRATEGIES FOR 
PROMOTION 
Strengthening Weakening 
Health- Health-
Enhancing Compromising 
Behavior Behavior 
Figure 3. A three-dimensional model of adolescent health promotion 
Note. From "The concept of health promotion and the 
prevention of adolescent drug abuse" by C. L. Perry and R, Jessor, 
1985, Health Education Quarterly. 12, p. 178. Copyright © 1988 by 
John Wiley and Sons. Reprinted by permission of John Wiley and 
Sons, Inc. 
negatively reinforcing or dampening behaviors that compromise health; and 
third, that specific behaviors can be affected by changing the environment, by 
changing an individual's personality, and/or by changing other behaviors. In 
conclusion, the authors. Perry and Jessor (1985), stated that failure to assess 
changes in cultural values, societal norms, and the socioeconomic structure of 
opportunity, education, employment, recreation, and self-development along 
with personal responsibility for health, would not be in agreement with any 
broad approach to the promotion of health, especially the health promotion 
model proposed in their article. 
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Comprehensive School Health Education 
Comprehensive school health programs traditionally encompassed three 
interdependent components; health education (instruction); health services; 
and healthful school environment which were included in a model adapted 
from Johns in 1973 (Comprehensive school health education, 1984) (Figure 4). 
These components of traditional comprehensive school health programs are 
exactly the same as Pine's (1985) three elements of health promotion. 
Furthermore, "comprehensive school health education exists nationwide far 
more in theory than in practice. One reason for this may be the lack of a 
definitive statement describing the distinctive concepts and processes of such 
instruction" (Comprehensive school health education, 1984, p. 312). For this 
reason, a set of guidelines were developed solely with concerns of curriculum, 
administration, and teaching methodology. These guidelines defined a 
comprehensive school health instructional program by the following points: 
A. Instruction intended to motivate health maintenance and promote 
wellness and not merely the prevention of disease or disability. 
B. Activities designed to develop decision-making competencies related 
to health and health behavior. 
C. A planned, sequential pre-K to 12 curriculum based upon students' 
needs and current and emerging health concepts and societal issues, 
D. Opportunities for all students to develop and demonstrate health-
related knowledge, attitudes, and practices. 
E. Integration of physical, mental, emotional, and social dimensions of 
health as the basis for study.... 
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F. Specific program goals and objectives. 
G. Formative and summative evaluation procedures. 
H. An effective management system. 
I. Sufficient resources: budgeted instructional materials, time, 
management staff, and teachers (Comprehensive school health 
education, 1989, p. 312-314). 
Recommended content areas within the entire K-12 curriculum were included 
as part of the comprehensive school health education curricula guidelines, 
with no one content area taking precedence over another content area. The ten 
content areas recommended were (1) Community Health, (2) Consumer 
Health, (3) Environmental Health, (4) Family Life, (5) Growth and 
Development, (6) Nutritional Health, (7) Personal Health, (8) Prevention and 
Control of Diseases and Disorders, (9) Safety and Accident Prevention, and (10) 
Substance Use and Abuse. 
Allensworth and Kolbe (1987) explored whether the concept of the 
comprehensive school health program should be expanded to include more 
components than the traditional three: health education, health services, and 
the healthful environment. As a result, eight components were reviewed to be 
considered as part of the Comprehensive School Health Program proposed by 
Kolbe in 1986 (Figure 1). It was assumed that the comprehensive school health 
program would be far more effective by expanding the concept to include 
integrated efforts of school and community agencies to improve the health of 
students, the school physical education program, the school food service 
program, school programs to protect and improve the health of faculty and 
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Figure 4. A concept of a comprehensive school health program 
Note. Reprinted with permission. Comprehensive School Health 
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staff, and the school-counseling and psychology program. In addition to 
making the Comprehensive School Health Program more effective, a better 
understanding and cooperation between school health professionals and others 
concerned with school health could be achieved. 
In another article, Nader (1990) emphasized the need for school health 
advocates to embrace a new definition of school health in order to meet new 
health challenges of today. Instead of the traditional school health trilogy of 
education (instruction), services, and environment, Nader suggested a 
framework proposed by Kolbe in 1986 (Figure 5). 
Overview of School Health in The United States 
An overview of school health programs and other aspects related to school 
health education were discussed by Stone and Perry (1990). The American 
School Health Association (ASHA) was cited as the only national professional 
organization that focuses exclusively on the health of school-aged children. 
The organization provides national leadership for strengthening the system of 
education in the U.S. with the goal of improving the health of students. In 
1974, a national survey was conducted to assess the status of school health in 50 
states. Results of this survey indicated that the status of school health varied 
across the U.S., and that support for school health at the state level depends on 
state departments of educations' standard requirements, and other legislative 
mandates and laws. A legal basis for health education was established through 
educational codes or other state legislation in 43 (86%) states. Health education 
was mandated by law in 36 (72%) states, and in 40 states (80%) the board of 
education enacted policy statements, regulations, guidelines and accreditation 
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Note. Reprinted with permission. Nader P. The Concept of 
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Health Programs. Journal of School Health. Vol. 60, No. 4, April 
1990, pp. 133-138. Copyright, 1990. American School Health 
Association, P. O. Box 708, Kent, OH 44240. 
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standards to address health education. Forty-four states (88%) have a state 
administrative office responsible for directing and supervising health 
education in public schools. 
Several other perspectives on school health were discussed. These 
perspectives centered around six factors: (1) a legal basis for health education 
existed in more than three-fourths of the states, (2) almost all states required 
certification in secondary health education; only one required certification in 
elementary health education, (3) curricula trends in health education included 
consolidating the 10 conceptual health areas developed in the 1960s, (4) with 
the enactment of the National School Lunch Act in 1946, the school food 
service program became an integral part of the comprehensive school health 
program, (5) a legal basis for both health services and school environment 
existed in almost two-thirds and four-fifths of the states, respectively, and (6) 
the National Commission on the Role of the School and Community in 
Improving Adolescent Health urged schools to play a stronger role in 
improving adolescent health. Major causes of mortality among youth, an 
overview of both the health care and education system, research in school-
based settings, and future directions for school health were areas of concern 
discussed by Stone and Perry (1990). This broad view of health concern was 
then used to pinpoint challenges in the field of school health in the 1990's. 
Of the many perspectives on school health education, state support is the 
most important perspective. Jubb (1987) clearly addressed the importance and 
need of state leadership in providing comprehensive health education in 
schools. The Health Education Act (1978) served as the official record for the 
federal government's support of health education as a necessary part of 
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elementary and secondary education. Federal support alone, however, does not 
insure comprehensive health education in schools because currently, the 
federal government provides only between six and seven percent of all school 
funding (Committee for Economic Development, 1991). Therefore, individual 
states have a vital role in supporting the need for comprehensive school health 
education in schools. 
Trends toward mandating health instruction at the state level are evident, 
nearly every state requires some health education. There is much diversity 
across the states. Findings from the 1981 School Education Survey conducted by 
the Education Commission of the States (ECS) indicated a great amount of 
interest in school health education, with evidence of support from legislatures, 
state boards of education, state education agencies, and the private and 
voluntary sectors of society (Noak, 1982). Other findings from the ECS Survey 
showed a diversity of structures and processes related to school health 
education and each states' commitment to providing essential resources for 
program planning, development, and implementation. Furthermore, state 
education agencies may offer leadership, guidance, and technical assistance in 
health education but local school districts make the final decisions concerning 
specific contents, instructional materials, teaching methods, and teachers. 
The idea of comprehensive health education is found throughout the 
literature as implied by Jubb (1987); however, if reviewed carefully, health 
education may be lacking in local school districts within individual states. For 
example, Michigan was one of those states. Information about the poor status 
of Michigan's school health education, the possible consequences of poor school 
health education on the health of Michigan residents, and the overall health 
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cost of Michigan residents was part of a proposal to provide a comprehensive 
school health education program in that state (Jubb, 1987). 
A steering committee was set up to develop a Michigan model for 
comprehensive school health education and to identify resources and support 
for the implementation of the model. The steering committee was composed 
of representatives from seven state agencies. The state agencies were; (1) The 
Department of Education, (2) The Department of Public Health, (3) The 
Department of Mental Health, (4) The Department of Social Services, (5) The 
Office of Substance Abuse Services, (6) The Office of Highway Safety, and (7) 
The Office of Health and Medical Affairs. 
Michigan's Model for Comprehensive School Health Education consisted 
of a curriculum that included ten health strands: disease prevention and 
control; personal health practices; nutrition education; growth and 
development; family health; substance use and abuse; consumer health; safety 
and first-aid education; community health; and emotional and mental health. 
A parent component was included in the model. The component was set up to 
inform parents on what was being taught in the classroom, suggest activities for 
reinforcement at home, recommend additional community resources, and 
request parental feedback. 
The success of this project was due to state leadership. The Michigan 
Department of Education along with six other state agencies took a supportive 
stand to insure a meaningful comprehensive school health education program. 
One important outcome from this project was the support provided through 
the leadership role of the state. The state's leadership was critical in conveying 
a message of top priority for a comprehensive school health education 
program. 
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A number of major initiatives from a variety of federal organizations 
have had a significant impact on school health in the United States. An 
overview of federally supported organizations and their current activities to 
provide quality health education in schools wras summarized by Anderson, 
Christenson and Stone (1987). Some of the organizations highlighted were: 
Centers for Disease Control (CDC); Food and Drug Administration (FDA); 
National Cancer Institute (NCI); National Heart, Lung and Blood Institute 
(NHLBI); National Highway Traffic Safety Administration (NHTSA); National 
Institute of Dental Research (NIDR); National Institute on Drug Abuse (NIDA); 
Department of Education (DE); Office of Disease Prevention and Health 
Promotion (ODPHP); and U.S. Department of Agriculture (USDA). 
In addition to these organizations, there are a number of national school 
health organizations whose activities also provide support for the National 
Health Promotion Objectives: The American Association of School 
Administrators (AASA), which focuses on increasing the awareness and 
commitment of school superintendents to the 1990 Health Objectives as they 
pertain to school-aged children; The American School Health Association 
(ASHA), which is designed to encourage state and local education agencies to 
focus on the 1990 school-based objectives for school health programs; The 
American Alliance of Health, Physical Education, Recreation, and Dance 
(AAHPERD), which conducts the National Adolescent Student Health Survey 
with the AAHPERD Survey being used to examine health-related knowledge, 
attitudes, and practices of eighth and tenth grade students in approximately 200 
schools nationwide, and finally. The President's Council on Physical Fitness 
and Sports, which is involved in assisting schools develop high quality 
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innovative health and physical education programs with emphasis on the 
importance of exercise for good health. Each of these school health 
organizations has cooperative agreements with ODPHP for the specific focal 
points and activities mentioned (Anderson, Christenson, & Stone, 1987). 
Schools Meeting 1990 Health Objectives for the Nation 
Reports from federal and national organizations were used by Iverson and 
Kolbe (1983) to identify goals, objectives and strategies to meet the health needs 
of Americans. Of the 226 national prevention objectives reviewed, 34 
objectives are believed to be attainable directly through schools and 33 
objectives can be attained indirectly. Therefore, Iverson and Kolbe concluded 
that schools have the potential to help students achieve at least 67 objectives or 
30 percent of the national prevention objectives. In addition, Allensworth and 
Wolford (1988) reviewed the 67 national prevention objectives identified 
earlier by Iverson and Kolbe as attainable through schools and their health 
curricula. They, too, concluded that schools had the capacity to act as powerful 
and effective agents in facilitating the attainment of the National 1990 Health 
Objectives. However, Allensworth and Wolford went a step further in their 
analysis by examining the process necessary for these objectives to be met in the 
schools. 
In an analysis of the role of the school in helping students achieve the 1990 
Health Objectives, eight component areas were identified. These eight areas are 
health instruction or education, health services, a healthful environment, 
physical education, food service, school counseling/psychology, school-site 
health promotion, and integrated and community programs. Of the eight 
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component areas, three were depicted in a schema showing how these 
components fit into the concept of using non-traditional comprehensive school 
health in order to attain the 1990 Health Objectives (Figure 4). 
Health Education Curriculum Development and Implementation 
Health instruction (education) is more than merely providing health or 
disease-related information (Pollock, 1987). Therefore the development of 
health curriculum is vital and should be based on relevant data. Data such as, 
"Who are the learners for whom it is intended?"; "What do they need and 
want to know?"; "What are the skills they will need, and what are the health 
behaviors and attitudes expected by the society in which the learners will live 
and function as citizens?"; "What are the important ideas or generalizations 
representative of health education?"; and "How can this subject matter be 
employed as a means of organizing new facts as they are discovered and 
accumulated?" Pollock further stated that, "Without good plarming, there 
cannot be successful implementation of any program of health education, 
whatever its setting" (p. 3). 
Foege (1990) addressed the concern of closing the gap between what is 
known and what is practiced in promoting health and preventing disease. In 
designing a model curriculum he suggested one idea, ask the right questions. 
The bottom line, however, was how to educate people so they create and 
change their own "health destiny." There were no concrete steps given but he 
did suggest a need to consider that educators can be twice as powerful as 
physicians. 
Another article focused on closing the gap between the state-of-the-art and 
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state-of-the-practice in school health (Seffrin, 1990). One reason suggested by 
Seffrin for the gap between "what is" and "what ought to be" in school health 
was that categorical approaches had limited effect on school health education 
because they were developed and implemented in a disjointed fashion. For 
example, a "crisis-of-the-year" approach, 
Seffrin's recommendations for a more coordinated, comprehensive, and 
systematic approach to health challenges facing school health were outlined in 
four basic areas. The four areas cited were: 
1. General, which dealt with the education agency and school district 
elevating comprehensive school health education as top priority 
among their major program areas of emphasis and expansion. ... He 
also referred to other guidelines by the education commission of the 
states (Noak, 1981). 
2. Management of the various organizations that help schools and 
community agencies that serve youth to implement, evaluate, and 
improve programs that can prevent health problems among school-
age youth 
3. Professional preparation of teachers teaching health which include 
appropriate learning experiences to develop basic competence in both 
health content and methodology.... 
4. Curriculum — Three recommendations are: the state education 
agency should develop up-to-date guidelines on comprehensive 
school health education to assist local school districts; a formal 
process to identify, validate, replicate, and standardize exemplary 
health education program innovations; and health curriculum 
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planners at all levels (national, state, and local) should enlist the 
involvement and support of students, parents, business and industry, 
volunteer and governmental health agencies, and community 
leaders in the curriculum planning process to build a broader support 
base. 
A study was conducted to discover the size of the curriculum gap between 
theory and practice by determining what percent of the schools use the 
recommended procedures and to determine if school size had any influence, 
and to discover the size of the instruction gap by determining what percent of 
instructors practice recommended procedures (Kneer, 1983). Personal 
interviews with 228 instructors were conducted with a standard questiormaire. 
Twenty schools were randomly selected from Illinois and fifty-five percent had 
an enrollment of 1,500 or less, eighty-five percent of the schools had physical 
education with a class size of 30-40 students; period length, 45-50 minutes; days 
per week, 5 days; unit length, 16-25 days; and years, 4 years. 
Results supported the widely held notion that a gap exists between 
instructional theory and practice. Only 35-40 percent of these instructors used 
recommended planning practice and evaluation procedures on a regular basis. 
The reason given for non-compliance with recommended procedures was that 
"it was not necessary" (42%). School size, teaching experience, and in-service 
education were all linked positively with the use of recommended practices. 
Curriculum refers to content, subject matter, or what is to be taught and 
learned. Organizational aspects of health education curricula depend on a 
number of factors. These factors are scope, sequence and teaching. Scope refers 
to the range of the curriculum. Sequence refers to the when, the chronology of 
subject matter within the scope of the curriculum. Teaching, which is not 
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identical to curriculum, but highly related in practice, refers to how the content 
is to be presented for learning; it is a process for implementing a curriculum 
(Alpren, 1967). 
In addition to these factors and issues concerning organizational aspects of 
health education curricula, it is necessary to view schools as formal 
organizations with four public domains of decision making. Young (1990) 
identified province or state, district, school, and classroom as the four public 
domains. Supposedly, the decisions made regarding health education at each 
domain will determine the actions taken at the next lower domain, with the 
classroom being the lowest domain. Of these four public domains, the highest 
authority for decision-making about what knowledge is worth teaching in the 
classroom comes from the state domain. 
Evidence of the state's authority has been noted by the various types of 
state mandates for health instruction. For example, the State of Iowa which is 
well known for its leadership role and support for education has mandated a 
unit of health for grades nine through twelve. Legislation requires the 
following health strands to be covered in school health curriculum: personal 
health, food and nutrition, environmental health, safety and survival skills, 
consumer health, family life, human growth and development, substance 
abuse and nonuse, emotional and social health, health resources, and 
prevention and control of disease, including sexually transmitted diseases such 
as Acquired Immune Deficiency Syndrome (AIDS) (School Standards Act, 1988). 
Health subjects mandated by law in most states affect the health 
curriculum. "The law not only demands what must be taught but also, in 
many cases, outlines how it should be taught and who must learn it" (Zirkel & 
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Bargerstock, 1980, p. 114). Zirkel and Bargerstock assessed how the health 
curriculum is affected by statutes and regulations passed by the state legislature. 
Physical education and drug education are the most frequently legislated topics. 
Sex education is one of the topics least often mandated by law but has been the 
subject of extensive lawsuits in the courts. Of these three topics, physical 
education and sex education litigation cases have rapidly increased. The 
lawsuits concerning these two topics usually focus on the question of 
participation—either religious objections to attendance or exclusion of 
handicapped youngsters from class. As a result of the many litigations in the 
courts, many state departments of education have adopted an excuse system for 
mandated health curricula including the state of Iowa. The excuse system 
allows the parents the right to withhold or withdraw their children from 
health classes dealing with sex education or any topic that violates parents' 
constitutional right of privacy or freedom of religion (religious belief). Because 
of the effect of court decisions on the overall health curricula in public schools, 
the investigators recommend that teachers and curriculum plarmers develop 
and maintain their own legal literacy. 
Another way legislation may affect health curriculum in public schools is 
by prohibiting the use of something considered harmful for youth. A national 
survey of laws concerning the access minors have to tobacco was conducted 
(DiFranza, Norwood, Gamer, & Tye, 1987). All fifty states and the District of 
Columbia responded to the survey. In addition to gathering information about 
these states' tobacco laws for minors, 100 establishments were sampled to 
determine if an eleven-year-old girl could purchase cigarettes. Of the 100 
establishments, 75 sold cigarettes to the eleven-year-old. It was also noted in a 
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state where the law prohibits the sale of tobacco to persons under the age of 18 
years, it was very easy for the girl to purchase cigarettes. In spite of these 
findings and their implications for more effective laws or enforcement, the law 
does affect the health curriculum by requiring public schools to provide 
education about the health effects of tobacco use. It was noted by DiFranza et al. 
(1987) that such a requirement was already in effect in 11 states. 
Decisions made at the state level with legislative support do affect the 
health curriculum; also, the curriculum itself will have an effect on what is 
taught and learned. With the concern for states to provide a meaningful 
comprehensive school health education program, the curriculum is a vital 
part. Traditionally, curriculum guides have been developed at the state level to 
assist local school districts in their development of curriculum. 
Kupsinel (1980) conducted a study to examine state health education 
curriculum guides. Persons responsible for health education at the state level 
in the 50 states plus the District of Columbia were asked to send a copy of their 
state's health education curriculum guide. Representatives from 48 states plus 
the District of Columbia responded. Curriculum guides were sent by 28 states. 
Five states indicated they did not have a state curriculum guide. Of these five 
states, three indicated that curriculum guides were developed and 
implemented at the local school district level. In reviewing the 28 curriculum 
guides, components commonly seen were: (1) statement of goals; (2) objectives 
or educational outcomes; (3) content; (4) sequence; (5) learning activities; and (6) 
evaluation. The weakest component of the curriculum guides was evaluation. 
One of the most significant findings was the frequent use of topics to organize 
content within the curriculum guides. 
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Because of the increased demand for schools to respond to a multitude of 
health and social problems, not only is the state's role in curriculum 
development important, but the teacher's role in the entire school health 
program is important, too. Cleary and Gobble (1990) discussed the changing 
nature of public schools and teacher preparation. Due to the special needs of 
educationally "at risk" students, there is a need for teachers to understand the 
new environment of public schools, for example, the special needs of some 
students may consist of medical care, parenting education, birth control 
information, family counseling, substance use prevention programs, and more. 
These kinds of special needs may require teachers to do more networking 
among the social agencies. Also, teachers may need to be more empathie in 
order for health education programs to be successful. According to Cleary and 
Gobble, teachers must acquaint themselves with the new environment and the 
skills necessary to survive in it. The skills should become part of teachers' 
curriculum experience. In summary, traditional teaching practice should be 
broadened to include a wide range of experiences significant to meet the 
challenges of the public school environment. 
Elmore (1987) explored the adaptation of normative order in schools as it 
pertains to authority. He also reviewed attempts by reformers outside the 
classroom to change the order, with the notion that the teacher spend his or her 
entire time interacting with students as the core of this order. Because of the 
reformers' inability to understand and appreciate the teachers' authority in 
daily teaching and learning, their attempts to change the core of order in 
schools have failed. Elmore also suggested that "Teachers are not often 
expected to develop what they teach. Their work is organized to preclude any 
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serious involvement in that development. Consequently, teachers have little 
choice but to rely heavily on external sources for what they teach; to treat 
teaching as telling, and learning as accumulation and knowledge as facts; and to 
view themselves as ciphers for other people's expert knowledge" (p. 72). 
An interview study was conducted to examine curriculum development 
at the provincial and local levels as perceived by participating teachers (Young, 
1990). Teachers who worked on curriculum committees at three different 
levels, the province, the district, and the school level, were randomly selected. 
A descriptive comparison then was made between the teachers who worked on 
these three different curriculum committees, based on structured interviews 
conducted with each teacher. Data on the work of curriculum committees and 
on the teachers' responses to participation was collected. Key findings suggested 
there were differences in attitudes and teachers' approach to curriculum 
development. 
Those teachers who participated on curriculum committees at the 
province level described their work in terms of revising, restructuring, and 
updating. Teachers on this committee had doubts concerning their work 
having a positive effect on curriculum development. Teachers who 
participated at the district-level focused on the implementation of provincial 
curricula. The teachers believed the work of their committees was valuable 
because they were making it easier for teachers to implement provincial and/or 
district curriculum. Teachers who worked on curriculum committees at the 
school-level were concerned with implementing provincial curricula. 
Teachers serving on this committee were more positive than those working on 
district and provincial committees. This positive effect of curriculum work was 
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thought to be attributed to the fact that the work arose from teachers' concerns, 
and complaints closely related to the teachers' daily classroom duties. A 
negative aspect of curriculum development at the school level, however, was 
noted. Specifically, assigned work was not done by a few committee members 
due to personnel problems such as resignations, transfers to another subject 
matter, and the time commitment involved. In summary, the findings 
indicated that materials produced by curriculum development committees may 
have little effect on subordinate units of the educational system. However, 
curriculum materials produced at the school-level were perceived to be more 
useful by teachers than those curriculum materials produced at the district or 
provincial levels. 
Schamroth and Blanchard (1990), in agreement with Elmore (1987), stated, 
"Too often in our view, it is administrators, researchers, or advisors (outsiders 
to the classroom) who give the public version account of teaching and 
curriculum development done by teachers" (p. 99). As part of a government-
funded project designed to change teachers' practices, a committee of teachers 
volunteered to participate in their own curricula development. A total of four 
meetings were held which required the teachers themselves to construct the 
practices that would constitute the development. As a result several motives 
and reasons for satisfaction of the teachers involved in their own curricula 
development were noted. One motive for teacher involvement was seen as 
their main chance to influence policy. Other motives were exploratory status of 
the innovations, freedom to decide their own level of commitment, 
enhancement of career prospects, and an interest in pursuing and promoting a 
method of teaching which is informed by self-criticism, experiment, and 
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collective inquiry. Two reasons for the satisfaction of teachers who participated 
were: (1) being able to move to and fro between the classroom and the 
collaborative, reflective context of the action research group, and (2) being able 
to confront uncertainties and failures as the inevitable and instructive 
concomitants of teaching. Schamroth and Blanchard concluded that 
curriculum development is a legitimate concern for teachers and is an integral 
part of their daily work. But there is a need for time, space and support. 
A survey was conducted to study the needs and problems of the classroom 
teacher in curriculum development (Schneider, & Thier, 1979). Questionnaires 
were mailed to members of the American School Health Association (ASHA). 
One thousand one hundred seventy-three questionnaires were completed and 
returned by the members of ASHA. The Survey of Health Curriculum Needs 
consisted of four sections: (1) Background Information; (2) Health Program 
Information; (3) Health Topics Needed; and (4) Importance of Health Topics. 
Results showed that most of the respondents were affiliated with education 
(elementary, junior high/middle and senior high numbers were comparable 
for each group). There were no significant differences due to geographic 
location. Teachers at the elementary, junior high and senior high relied 
heavily on commercially available materials. Other results showed a need for 
improvement in teaching strategies for the health curriculum, for example 
discussion groups followed by games and stimulation activities. Respondents 
also were asked to rate the importance of 26 health topics. Of the 26 topics, 12 
were rated highly. 
Teachers' orientation as to what they deem as important influences how 
curriculum is implemented through their teaching. Furney (1989) conducted a 
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study of 204 secondary and elementary health education majors pursuing 
teacher certification to determine if differences existed based on their responses 
to a number of critical issues related to teaching health education. Respondents 
were asked to rank selected health content areas from most to least important. 
Results indicated that the health content area seen as most important by 
elementary majors was nutrition, followed by first aid and safety, and mental 
and emotional health. The secondary health education majors, however, 
viewed first aid and safety as most important, followed by nutrition and 
disease. 
Other valuable findings were when subjects were allowed to select only 
one health education content area of most importance, elementary majors 
stated nutrition most often, followed by mental health and first aid. Secondary 
majors chose drug education most often, followed by physical fitness and first 
aid. When subjects were asked to assess the importance of health education in 
comparison to other academic content areas, secondary majors had a slightly 
higher regard for health education than elementary majors. Secondary majors 
had a more positive outlook regarding health education as a career than did 
elementary majors. 
Curriculum implementation is a process in which teachers are faced with 
understanding its intentions. Van Den Akker's (1988) research focused on one 
factor that influenced the teacher's actual use of curriculum documents. A field 
experiment was conducted using the originally published curriculum material 
(control group) and transformed material from the original materials 
(treatment group) to compare and test the effects. A sample of 40 teachers was 
randomly divided into two groups, 20 for the control group and 20 for the 
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treatment group. An overall finding was the lessons that were taught by the 
treatment group using the experimental materials were much more in 
agreement with the intentions of the developers than lessons taught by the 
control group using the original materials. Teachers in the treatment group 
followed the lessons closely and adapted their own role and the control group 
of teachers did not adapt their own role. 
Another issue of concern is the qualifications of teachers responsible for 
teaching health education. One important quality of a health teacher is his/her 
knowledge of the subject matter. Certification or licensure, the more currently 
used term is one way to make sure minimum knowledge and preparation, 
necessary to teach the subject matter, is obtained. Health education certification 
requirements in the United States were reviewed and discussed as part of the 
proposed policy change in the state of Florida (Varnes, Bolin, Waters & Beach, 
1989). A newly approved policy for health certification in the state of Florida 
increased the number of required semester hours from 18 to 30, and specified 
nine content area courses plus a methods course. A review of other health 
certification requirements across the United States was completed by compiling 
information from two sources. The Manual on Certification and Preparation of 
Educational Persormel in the United States (Roth & Mastain, 1984), published 
by the National Association of State Directors of Teacher Education and 
Certification, and certification manuals published by individual states. 
Their findings included the standard number of semester hours, type of 
course work, specialized training, or competencies that are required for 
certification in health education. Of the 43 states that provided some 
information about the standard number of semester hours required for health 
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education certification, 29% reported 30 semester hours as the most frequently 
occurring standard. The mean was 28 semester hours. The researchers 
suggested their findings be used to assess current requirements, secure 
upgrading of teacher certification requirements as needed, or initiate 
requirements where none exist. 
Curriculum Approaches/Models 
Iowa, like most states, is faced with bulging school curricula and declining 
school budgets for curriculum development and implementation. Although 
the specifics of "what is worth teaching and why" have been determined, the 
actual planning and implementation of programs in health education will be 
decided by local school districts. The "how to" is a very important process in 
curriculum development and implementation. "Without good planning, 
there cannot be successful implementation of any program of health education, 
whatever its setting" (Pollock, 1987, p. 3). In addition to good plaiuiing, the 
curriculum model selected for plaruiing and implementing a program will 
dictate how the goals are achieved. Pollock (1987) discussed three models; the 
Tyler rationale, a goal attainment model which focuses on the nature and 
needs of the learner, the needs of the community, the body of knowledge; the 
Health Belief Model, a goal-oriented model, the goal being health with a 
framework of prevention; and the PRECEDE Framework, a problem-oriented 
model with seven phases. 
Of these three curriculum models used in health education, the Health 
Belief Model has received more attention in recent years. A study was 
conducted to examine the relationships between health beliefs and behaviors of 
43 
seventh grade children (Kegeles & Lund, 1982). Because the Health Belief 
Model attempts to explain health behaviors and health beliefs presumed to be 
modifiable, it was used to determine if dental care behaviors could be changed 
based on changing health beliefs. 
Subjects (n=334) responded to a pre-introduction and a post-introduction 
questionnaire on perceived susceptibility to dental and other medical problems. 
Various statistical procedures including a series of multiple regressions were 
used. Also, multiple indices were used in order to test the multiplicative 
aspects of the Health Belief Model. A common finding throughout the data 
was that no relationship existed between health beliefs and health behaviors. 
Therefore, Kegeles and Lund concluded there is no evidence that the Health 
Belief Model offers an adequate explanation for adolescent health behavior, 
particularly in novel preventive programs. 
On the other hand, Eisen, Zellman and McAlister's (1985) use of the 
Health Belief Model in their study provided a more positive outlook for future 
use of this model. A pilot study was conducted first to demonstrate the 
potential use of an intervention for teenage fertility control based on the Health 
Belief Model (HBM) (Figure 6). After the pilot study, a large-scale controlled 
field test was done. Interview data on 203 teenagers (126 females and 77 males), 
ranging from age 12 to 18 years old were collected. A two-part curriculum that 
operationalized HBM concepts and covered major aspects of reproductive 
biology, venereal disease, and contraception was designed as part of the 
intervention. Several methods of analyses were completed including factor 
analysis and stepwise hierarchical regression. Results indicated that the 
intervention had a substantial impact on participants: 49% of the participants 
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INDIVIDUAL PERCEPTIONS MODIFYING FACTORS LIKELIHOOD OF ACTION 
PERCEIVED SUSCEPTIBIUTY 
Females 
Probability she will conceive 
as a result of a given 
exposure. 
Belief she can ever become 
pregnant. 
Level of opportunity. 
Belief she can contract 
venereal disease. 
Males 
Belief he can cause someone 
to become pregnant. 
Belief he can contract 
venereal disease. 
PERCEIVED SERIOUSNESS 
Females 
Belief that pregnancy would 
have serious physical, 
emotional, social, and/or 
economic consequences. 
Belief that raising a child, 
relinquishing a child or 
having an abortion are all 
serious negative events. 
Males 
Belief that paternity would 
have serious psychological, 
social, or economic 
consequences. 
Belief that pregnancy would 
have negative consequences 
for partner. 
Demographic: age, sex, 
race, social class, religion, 
parity. 
Sexual Activity: not yet 
active, frequency, age at 
onset, number of partners, 
commitment to relationship. 
Social/Psvcholoaical: 
partner or peer pressures, 
parental pressures, ability to 
delay gratification, cognitive 
developmental level. 
PERCEIVED THREAT OF 
PREGNANCY 
Lack of future time 
perspective. 
Probability shifts. 
CUES TO ACTION 
Media campaigns; advice of 
friends, parents, or partner, 
advertising of clinic; 
pregnancy or paternity of 
friend. 
PERCEIVED BENEFITS 
Belief in efficacy of 
abstinence or fertility control 
Parental approval. 
PERCEIVED BARRIERS 
Peer pressure to be(come) 
sexually active. 
Difficult access to 
contraceptives. 
Side effects. 
Parental disapproval. 
Partner disapproval. 
Cost of contraceptives. 
Lack of spontaneity. 
Acknowledgment of one's 
sexuality. 
Desire for baby. 
LIKELIHOOD OF TAKING 
ACTION 
Likelihood of abstaining. 
Likelihood of delaying onset 
of sexual activity. 
Likelihood of adopting and 
consistently and correctly 
using an effective 
contraceptive. 
Figure 6. Theoretical adaptation of the preventive health belief model to 
adolescent premarital sexuality and fertility control 
Note. From "A health belief model approach to adolescents' fertility 
control: Some pilot program findings" by M. Eisen, G. L. Zellman, and 
A. L. McAllister, 1985, Health Education Quarterly. 12, p. 187. Copyright 
© 1985 by John Wiley and Sons. Reprinted by permission of John Wiley 
and Sons, Inc. 
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talked more frequently with their parent(s) about sexuality, 41% sought out and 
received information from sources other than parents, 14% obtained birth 
control devices from a family planning agency or doctor, and 68% of those who 
were sexually active reported using contraception during their last intercourse. 
There are other guides useful in determining what and how curriculum is 
being implemented. In 1982 the Teenage Health Teaching Module (THTM) 
evaluation was developed by the Educational Development Center in 
cooperation with the Centers for Disease Control. Nelson, Poehler and 
Johnson (1988) conducted a study to identify variables associated with the 
implementation of the THTM. Based on teachers' self-report, health 
knowledge scores, and in-service training pertaining to the use of the THTM, 
the following information was given. The number of modules used by 
secondary school teachers ranged from two to sixteen. "Being Fit," "Eating 
Well," and "Health is Basic" were the most frequently used modules for senior 
high. For junior high, the most frequently used modules were: "Being Fit," 
"Understanding Growth and Development," and "Health is Basic." The least 
taught modules at both senior and junior high levels were: "Locating Health 
Resources," and "Improving Health and Safety in the Workplace." 
Another pertinent finding of the study was the significant gain (p<.05) in 
teachers health knowledge between pre-test and post-test scores. Based on a 
five item, seven point Likert-type scale, the teachers' evaluation of the THTM 
curriculum in-service training showed how well the in-service workshop 
prepared the teachers. The mean score on the evaluation form was 31.46 out of 
a possible score of 35. The teachers believed they were well prepared for 
curriculum content, curriculum outcomes, materials and resource utilization. 
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curriculum organization and implementation, and teaching methods. As for 
the curriculum evaluation itself, the teachers mean score was 85.9 (82 %). The 
curriculum was assessed in terms of achievement of learning objectives, 
curriculum methods and resources, and compatibility with teaching style. Of 
the remaining findings, the single best predictor of curriculum implementation 
was the teachers' in-service training evaluation in relationship to the Teenage 
Health Teaching Module (THTM). Other variables associated with curriculum 
implementation were the teacher's health knowledge, years of teaching 
experience, and the teacher's curriculum evaluation. Overall the THTM 
evaluation assessed the effectiveness of secondary school health education 
curriculum, and identified factors that influence successful curriculum 
implementation and student outcomes. 
Four primary objectives of the THTM evaluation were described in 
another article (Ross, Gold, Lavin, Errecart, & Nelson, 1991). The objectives 
were to "(1) Assess the effectiveness of a comprehensive secondary school 
health education curriculum in producing desired changes in student 
knowledge (K), attitudes (A), general health practices (P), and priority health 
behaviors (B) (Relationship #1); (2) Determine effects of pre-implementation 
teachers training in THTM on curriculum implementation (Relationship #2) 
and student outcomes (Relationship #3) under controlled outcomes; (3) 
Determine effects of the teacher's preparation and personal characteristics and 
other aspects of school and classroom environments on curriculum 
implementation (Relationship #4); and (4) Determine effects of variations in 
curriculum implementation on student outcomes (Relationship #5)" (Figure 
7). 
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Student 
Outcomes 
THTM 
Curriculum 
Curriculum 
Implementation 
Teacher 
Characteristics and 
Environmental Factors 
Preimplementatlon 
Teacher Training 
Figure 7. THTM evaluation objectives 
Note. Reprinted with permission. Ross J.G., Gold R.S., Lavin A.T., 
Errecart M.T., Nelson G.D. Design of the Teenage Health Teaching 
Modules Evaluation. Journal of School Health. Vol. 61, No. 1, 
January 1991, pp. 21-25. Copyright, 1991. American School Health 
Association, P. O. Box 708, Kent, OH 44240. 
A guide was developed for nutrition education as the result of a four-year 
research project supported by the National Dairy Council. Kirk, Hamrick, and 
McAfee (1980) summarized evaluation results of the curriculum guide. Two 
treatments were used: (1) The experimental group received uniform 
instruction from teachers specifically trained in the use of the guide, and (2) the 
control group received instruction from teachers using the same resources, 
excluding the guide. Then alternate forms of a nutrition education test were 
administered. A pre-test and post-test were given to participants within the 
first month of high school and the last week of high school. Overall findings 
showed that the guide was effective in improving health test performance and 
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nutrition test performance across ten health content areas. 
Other approaches have been employed to integrate different health strands 
into the health curriculum more effectively. A nutrition education research 
study was undertaken to develop, implement, and evaluate a nutrition unit for 
the high school health curriculum (German, Pearce, Wyse, & Hansen, 1981). 
Surveys were sent to 166 health education teachers in the state of Utah. Of the 
information sought, teaching experience, previous training in nutrition, time 
spent teaching the nutrition segment in their health education classes, 
nutrition information resources, educational methods utilized to teach 
nutrition, and the nutrition topics currently taught in health classes were 
obtained. 
Results of this study showed that health teachers considered nutrition a 
relatively important component of health education (ranking it third among 
nine topics). A finding which proved to be consistent with those of other 
studies was that health educators reach the largest proportion of students as 
compared to other teachers, but generally have minimal nutrition training. 
However, of the resources used, home economics teachers, professional 
journals, and nutrition workshops or in-service sessions were suggested as 
some of the better and current sources of nutrition information. Because the 
health education curriculum includes a nutrition component, it was implied 
that both nutrition educators and health educators could take advantage of 
collaborating to develop and implement the content area of nutrition within 
the health curriculum more effectively. 
A more proactive and educationally sound approach to health education, 
and specifically for AIDS education, is needed according to Allensworth and 
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Wolford- Symons (1989), as too much time is spent searching for the definitive 
textbook series or prepackage curricula, which rarely are tailored to the needs of 
a specific group of students. By examining the value of a multidisciplinary, 
multi-intervention theoretical approach to health education, Allensworth and 
Wolford-Symons believed that it may be more feasible to address a group of 
problems associated with adolescents such as teen-age pregnancy, sexually 
transmitted diseases, and substance abuse. 
Elias (1990) also discussed recommendations for effective health 
curriculum and instruction. In order for health curriculum and instruction to 
be salient and effective for an ever increasing diverse, multicultural 
population, certain changes must be considered. Five essential factors needed 
to make health education curriculum and instruction more effective were 
briefly discussed: continuity, coordination, flexibility, salience, and 
engagement. 
Teachers' Health Attitudes and Beliefs 
Teachers' attitudes and beliefs about health are important when expecting 
students to examine their own attitudes and health behavior. The teacher has 
been noted as "the critical attribute to a successful comprehensive K-12 health 
education program" (Gibson-Laemel, 1987, p.41). When focusing on the teacher 
as a critical attribute in health education, teacher qualities are important to 
know, especially their attitudes and beliefs toward the content area. 
A study was conducted by Fumey (1989) to examine teachers' attitudes and 
beliefs concerning various content areas in health education. One group of 
elementary and secondary health education majors were sampled to determine 
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if differences existed on selected key issues within health education. Findings 
revealed that both elementary and secondary majors viewed the subject of 
health education just as important as other academic content areas. In another 
study, Penner and Kolasa (1983) assessed secondary teachers' nutrition 
knowledge, attitudes and practices. Nutrition is one of the health strands 
which make up many of the health units at the secondary level. Generally 
teachers who taught something about food and/or nutrition had taken more 
food or nutrition courses, had higher knowledge scores, and had more 
favorable attitudes toward teaching nutrition. In another study the health 
strand. Substance Abuse and Nonuse, and teachers' own attitudes toward drug 
users and a particular approach to drug education were focuse^d on (Eiser, C., 
Eiser, J. R., & Bocker, 1988). Results indicated that teachers' personal attitudes 
influenced their ratings on approaches to drug education. Those who favored a 
decision-making approach toward drug education did not see home problems 
as an important factor in why students take drugs and preferred a different 
approach than those who did not favor a decision-making approach. 
Therefore, their findings suggested that it is necessary to persuade teachers 
about the value of a particular approach before they can be fully committed to it 
and give their full approval. 
Finally, investigators in another study examined attitudes toward the 
health strand. Prevention and Control of Disease, of ninth graders and their 
classroom teachers. In particular they investigated attitudes toward using 
condoms as a preventative measure against contracting AIDS (Kjoller, Hansen 
& Segest, 1989). Results showed that 89% of the teachers considered a campaign 
with free distribution of condoms a good idea, and 94% of students believed 
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more young people would use condoms in the future if the condoms were free. 
Overall, both students and teachers in this study had similar attitudes toward 
condoms as a preventative measure against contracting AIDS. 
The Importance of School Health 
In the literature, there have been several viewpoints on the importance of 
school health (Cortese; 1985, Kolbe, 1985; O'Rourke, 1985; Pollock & Hamburg, 
1985; Purdy & Tritsch, 1985). Cortese (1985) provided a synthesis of the various 
reasons why school health is necessary. This synthesis is based on the premise 
that the health of the nation is largely affected by knowledge, attitudes, and 
skills one learns as a child in school. Kolbe (1985) explained the importance of 
school health from an empirical perspective. A list of various experiences, 
experiments and observations that support the health-related impacts of school 
health education were provided. Also, data suggested that a well-plaimed 
school health education program improves students' understanding, 
behaviors, and skills necessary for future maintenance of health. 
O'Rourke (1985) addressed, the importance of school health from an 
economic point of view. He used a cost comparison approach, which 
summarized the cost of risky life style behaviors of Americans by using the 
nation's health care or "sick care" expenditures. For example, in 1983 health 
care expenditures totaled $355 billion. In 1980, $83.2 billion was spent on health 
care because of accidents, $20 billion in lost productivity was caused by 
alcoholism, and $20.2 billion was spent due to smoking and alcohol abuse. In 
conclusion, O'Rourke believed the role of schools in the reduction of risky 
lifestyles would be beneficial from a monetary standpoint. Pollock and 
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Hamburg (1985) discussed the importance of health education in schools, in 
terms of it being one of the basic disciplines of education. They concluded that 
the perception and potential impact of school health is crucial, and must be 
considered just as important as basic reading, writing, and arithmetic. 
Finally Purdy and Tritsch (1985) discussed health education from the 
practical view of the health educator's role. They also discussed reasons for 
including health as a topic in schools, and some constraints to providing health 
education. First, the role of health educators was summarized into four R's: 
recognition, responsibility, resource and role model. Second, because of the 
often conflicting information on health, and constant emerging "new facts," 
health topics taught in the schools are also necessary, because schools have been 
thrust into the role of helping to solve many of America's problems. Third, the 
primary constraint on including new health topics, without eliminating old 
topics, is time. In closing, Purdy and Tritsch stated, "If good health is basic to 
life, then health education is a basic course within the total school curriculum" 
(p. 112). 
Why then is it necessary to follow recommended health curriculum 
practices when they are appropriately planned and developed? Because, (1) The 
U.S. ranks 17th among industrialized countries in infant mortality, (2) One of 
every five children younger than age 18 (roughly 12 million children) lived in 
poverty in 1985, (21% of the three million children in poverty between 1979-
1983 were black); approximately 40% of black and Hispanic children lived in 
poverty compared to 15% of white children in 1985, (3) In 1985, teenage mothers 
made up 13% of all births; unmarried mothers accounted for 22% of all births, 
and (4) Other statistics showed an increase in AIDS among adults and children 
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(Children's Defense Fund, 1989; Airhihenbuwa, 1989). Similar shocking 
statistics in relationship to the health status of children and adolescents in the 
United States were previously reported (Blum, 1987; Pigg, 1989). 
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CHAPTER m. METHODOLOGY 
Introduction 
This descriptive study was designed to examine organizational aspects of 
health curricula for grades nine through twelve, and secondary school health 
teachers' attitudes toward eleven health strands that make up one unit of 
health as mandated by the Iowa General Assembly. Furthermore, this study 
was designed to examine whether or not school enrollment size had an impact 
on organizational aspects of health education curricula at the secondary level, 
and/or teachers' attitudes toward one mandated unit of health at the secondary 
level. 
The purpose of this chapter is to present the procedures adopted for the 
study. The procedures have been divided into the following sections: 
1. Population and Sample 
2. Research Instrument 
3. Data Collection 
4. Data Treatment 
5. Data Analysis 
Population and Sample 
The target population identified for this study was secondary school health 
teachers in Iowa. This study was confined to secondary school health teachers 
who are responsible for teaching health strands in Iowa public schools. Non­
public schools were excluded from this study because of differences that may 
exist between public and non-public schools. A sample was selected using the 
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following process: school districts were divided into groups based on student 
population size. The statistical breakdown for size of student population in the 
schools was obtained from the Bureau of Planning, Research, and Evaluation 
in the Iowa Department of Education. Information included district name, city, 
number of health teachers, and the total number of students for grades nine 
through twelve. 
Research Instrument 
A questionnaire was constructed after a review of pertinent literature 
(Anastasi, 1988; Dillman, 1978; Nunnally, 1978; Touliatos & Compton, 1988). 
This review also included the School Standards Act (1988), which requires the 
implementation of one unit of health composed of eleven health strands for 
grades nine through twelve. Various research instruments were examined for 
their lay-out and demographic questions. In regards to content-related validity, 
a table of specifications was set up to organize the content and to determine an 
appropriate number of items for the instrument. A broad sample of content 
was tested by developing items based on the eleven mandated health strands 
required in the Iowa School Standards Act for a unit of health. Originally 
twenty-four items were developed to be used across the eleven health strands. 
Of the twenty-four items, twelve items reflected positive attitudes and twelve 
items negative attitudes. 
Content-related validity of the instrument was further established by a 
panel of experts in health education, research design, and evaluation at Iowa 
State University who evaluated the content of the research instrument 
(Appendix B). Upon the recommendations of the panel a number of items 
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were eliminated in order to shorten the length of the research instrument. A 
random selection was made from the remaining attitude items and ten were 
selected for use in describing each of the 11 health strands. A six point Likert-
type scale format was chosen for the attitude items with 1 = Completely Agree; 
2 = Mostly Agree; 3 = Slightly Agree; 4 = Slightly Disagree; 5 = Mostly Disagree; 
and 6 = Completely Disagree. 
The instrument consisted of four parts: demographic questions, attitude 
items, curriculum model questions, and open-ended questions concerning 
aspects of development and implementation of health education curriculum. 
Three equivalent forms of the instrument were developed to check for the 
possibility of "response set" in the sample. 
A pilot test was conducted to determine the usability of the instrument 
with secondary school health teachers. A group of nine secondary school 
health teachers pilot tested the instrument. As a result some useful suggestions 
were incorporated into the final development stage of the instrument. 
Revisions were made to make directions more concise and the format easier to 
respond to. 
Data Collection 
A code book was kept with names, school districts and school addresses of 
superintendents and teachers contacted in this study. Each name listed in the 
code book was assigned a four digit identification number. The identification 
numbers were placed on the instruments prior to mailing. The four digit 
identification number represented the school enrollment size (< 500; 500 to 
1,000; 1,001 to 1,500; >1,500), and the actual number of the respondent contacted. 
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For example, identification number 1100 meant a secondary teacher taught 
health education in a school with an enrollment size of less than 500, and was 
the 100th teacher listed in that particular group. Also, the instruments were 
color coded to represent the three equivalent formats used to check for the 
possibility of "response set". 
Data collection was a two-step process. Initially, a three-fold postcard 
questionnaire was mailed to the superintendents of 431 public school districts 
in Iowa (Appendix C). The superintendents were contacted for a two-fold 
purpose: first, to find out some general information about their school districts 
relative to health education, including names of secondary school health 
teachers in their district, and second, to obtain permission to use their school 
district in the study. In addition to the names provided by the superintendents, 
labels with the names of secondary school health teachers were obtained from 
the Bureau of Data and Word Processing in the Iowa Department of Education. 
The superintendents' list of health teachers' names then were checked against 
the list of names received from the Iowa Department of Education. In step two, 
questionnaires were mailed to 294 secondary school health teachers (Appendix 
D). Letters of correspondence used in the data collection process are included in 
Appendix E. 
Data Treatment 
After the data were collected, they were coded in preparation for data 
analyses. Of the ten attitudinal statements used to describe the eleven health 
strands, four were positive and six were negative. Therefore, the negative 
items were recoded to reflect the same direction of interpretation as the positive 
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items. Based on the one (Completely Agree) to six (Completely Disagree) scale, 
the negative items were recoded and given values of (1 = 6), (2 = 5), (3 = 4), 
(4 = 3), (5 = 2), and (6 = 1). The six negative items recoded were the following: 
(1) "is easy to teach," (2) "should not be taught in school," (3) "is unimportant," 
(4) "is boring," (5) "requires less time to teach," and (6) "concepts can be taught 
by any teacher." Missing data were handled by using the listwise missing-value 
treatment which eliminates a case if it has a missing value on any variable in 
the list (SPSS Inc., 1988). 
Data Analysis 
The SPSS-X (Statistical Package for Social Sciences) Batch System 
(SPSS INC., 1988) was employed for data analysis. Data analysis included 
descriptive and statistical analyses. The descriptive analyses included 
frequencies, percentages, means, and standard deviations for the values of 
individual variables. Also, a statistical procedure for reliability was used to 
assess the secondary health teachers' attitudes using the six-point Likert-type 
scale. Then attitudinal scores were obtained from the scale by summing across 
the ten items of a health strand. Relationships between selected demographic 
variables and average attitudinal scores for each health strand were examined 
using Pearson product-moment correlation coefficients with the significance 
level being i^<0.05. 
The statistical analyses procedures consisted of Chi-square test of 
independence. Spearman rho correlation, and one-way analysis of variance. 
These statistical procedures investigated the following questions: 
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1. Were groups of secondary school health teachers statistically 
independent of one another on each of the background variables? 
2. Was there a significant relationship between average paired rankings 
for each of the health strands based on groups of secondary school 
health teachers? 
3. Were there significant differences between the groups of secondary 
school health teachers' average attitudinal scores for each of the health 
strands? 
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CHAPTER IV. RESULTS 
Background 
Three-hundred thirty of the 431 superintendents contacted responded. 
The actual return rate of superintendents who agreed to participate was 77%. 
Four groups were identified on the !^asis of student population size of the 
school districts. Group one consisted of a student population of less than 500, 
group two 500 to 1,000, group three 1,001 to 1,500, and group four consisted of 
more than 1,500 (Table 1). For each group the breakdown of those who agreed 
to participate was as follows; In group one, 105 superintendents agreed to allow 
their school districts to participate in the study, group two had 99, group three 
had 32, and group four had 44 superintendents who agreed to participate. 
In responding, 14 superintendents in group one indicated that they no 
longer had grades 9 through 12 due to consolidation with other school districts. 
The term used for this consolidation process is "whole grade sharing." Because 
of the whole grade sharing between school districts there may be some overlap 
of secondary school health teachers among the four groups. Of the 14 schools 
who were whole grade sharing, 12 identified the schools they were sharing 
grades nine through twelve with, and two did not identify the schools. 
Furthermore, of the 12 superintendents who identified the schools they had 
whole grade sharing agreements with, eight were sharing with schools in either 
group one or in group two. The remaining four schools were sharing grades 
nine through twelve with schools from group three or group four, the larger 
school districts. Finally, the usable return rate of the superintendents/school 
districts was 292 (68%). 
It was initially assumed because groups three and four consisted of the 
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larger school districts that they would have more secondary school health ^ 
teachers than in group one and group two. However, the return rate from 
superintendents was low for groups three and four so a follow-up was 
conducted to assure a representative sample of the large school districts. The 
follow-up of the superintendents secured only eight more postcard 
questionnaires out of a possible 21. 
Next a sample from the total group of 452 secondary school health teachers 
represented by the superintendents who agreed to participate in the study was 
randomly drawn. Sixty-five percent of the secondary school health teachers 
were selected from each student population group. The breakdown for each 
group was 103 in group one, 102 in group two, 33 in group three, and 56 in 
group four, a total of 294 (Table 1). 
Instruments were distributed to the 294 secondary school health teachers 
in the sample and 159 were returned. The actual return rate was 54%. The 
responses of 11 teachers were not included in the data analysis because those 
teachers no longer taught grades nine through twelve. The final sample size of 
secondary health teachers was 148 (Table 1). Thus, the usable return rate was 
50%. 
After completing a frequency analysis of the data, it was deemed 
appropriate to merge two of the groups, three and four, the larger sized school 
districts, to make a new group called Group Three. Thus Group One = < 500; 
Group Two = 500 to 1,000; Group Three = 1,001 and over of school enrollment 
size. Continuous variables, the number of years of teaching, the number of 
years teaching in the same school district, the number of formal health classes 
taken, and the number of course credits received, were regrouped into 
meaningful categories. 
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Table 1. A sample of secondary school health teachers in Iowa public 
schools 
School District 
Group Student 
Population Size 
1 <500 
2 500 to 1,000 
3 1,001 to 1,500 
4 >1,500 
Total Number of 
Secondary School Health 
Teachers 
Total Number of 
Secondary School 
Health Teachers 
158 
157 
51 
86 
452 
Proportionate Stratified 
Sample of Secondary 
School Health Teachers 
(65%) 
103 
102 
33 
56 
Total Number of 
Secondary School Health 
Teachers Responding 
46 
51 
19 
32 
148 
Demographic Characteristics 
Of the 294 secondary school health teachers contacted, 148 (50%) 
responded, 46 (45%) from Group One, 51 (50%) from Group Two, and 51 (57%) 
responded from Group Three. The breakdown of gender was 97 (66%) female 
and 51 (34%) male (Table 2). The mean age range was 36 to 41 years old for each 
of the three groups. In Group One there were no secondary school health 
teachers over the age of 53 years. 
Overall, there were 114 (78%) secondary school health teachers who only 
held bachelors degrees. Thirty two (22%) secondary school health teachers held 
masters degrees with Group Three having the most (n=20, 39%). Only one (2%) 
secondary school health teacher held a doctorate degree (Group Two). Each 
respondent was asked if he/she had been certified by Iowa to teach health 
education. However, the term certified has been replaced with the new 
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Table 2. Demographic characteristics of respondents 
Group / Percentage® Total 
1 2 3 
N= =(46) N= =(51) N= =(51) N= (148) 
Variable Category N % N % N % N % 
Gender Female 32 69.6 33 64.7 32 62.7 97 655 
Male 14 30.4 18 353 19 373 51 34.4 
Age <30 8 17.4 5 9.8 7 13.7 20 13.6 
30-35 12 26.1 7 13.7 8 15.7 27 183 
36-41 10 21.7 12 235 21 412 43 292 
42-47 8 17.4 16 31.4 6 11.8 30 20.4 
48-53 8 17.4 7 13.7 5 9.8 20 13.6 
54-59 0 0.0 2 3.9 1 2.0 3 2.0 
60-65 0 0.0 2 3.9 2 3.9 4 2.7 
Degree BA/BS 41 89.1 42 82.4 31 60.8 114 775 
MA/MS 4 8.7 8 15.7 20 392 32 21.7 
EDD/PHD 0 0.0 0 0.0 1 2.0 1 0.6 
Number of 1-6 11 23.9 5 9.8 13 255 29 20.4 
Years Teaching 7-12 15 37.0 11 21.6 5 9.8 33 22.7 
13-18 11 23.9 15 29.4 20 392 46 31.7 
>18 6 13.0 20 392 13 255 39 26.9 
Number of 1 - 6  21 45.7 12 235 15 29.4 48 32.4 
Years Teaching 7 - 1 2  15 32.6 10 19.6 11 21.6 36 243 
in the Same 1 3 - 1 8  7 15.2 15 29.4 17 333 39 263 
School District > 1 8  3 6.5 14 275 8 5.7 25 16.8 
Have Taken Yes 42 913 46 902 50 98.0 138 932 
Formal Health No 4 8.7 5 9.8 1 2.0 10 6.8 
Classes 
® There are missing values when percentages do not total 100. 
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Table 2. (Cont.) 
Group/Percentage^ Total 
1 2 3 
N= (46) N= (51) N= (51) N=(148) 
Variable Category N % N % N % N % 
Number of 1 - 4  10 21.7 14 275 6 11.8 30 283 
Formal Health 5 - 8  17 37.0 15 29.4 11 21.6 43 40.6 
Classes Taken 9 - 1 2  7 152 8 15.7 12 235 27 255 
> 1 2  0 0.0 2 3.9 4 7.8 7 6.6 
Number of 1 - 1 0  11 23.9 15 29.4 10 19.6 36 305 
Credits 1 1 - 2 0  13 283 11 21.6 9 17.6 33 27.9 
Received for 2 1 - 3 0  13 28.3 12 235 11 21.6 36 305 
Formal Health > 3 0  1 2.2 1 2.0 11 21.6 13 11.0 
Classes 
First School Attended 
In-state 28 60.8 30 58.8 28 55.1 86 64.6 
Out-of-state 12 26.1 17 333 18 353 47 353 
Second School Attended 
In-state 13 28.1 13 25.6 13 25.6 39 48.7 
Out-of-state 12 26.1 16 31.4 13 255 41 512 
Licensed/ 
Certified by Yes 33 71.7 34 66.7 46 902 113 77.4 
State of Iowa Temporary 5 10.9 10 19.6 3 5.9 18 123 
to Teach Health No 7 152 6 11.8 2 3.9 15 102 
Education 
Year Licensed/ Before 1971 0 0.0 0 0.0 2 3.9 2 1.7 
Certified 1971-1976 0 0.0 3 5.9 5 9.8 8 6.8 
1977-1982 5 10.9 3 5.9 1 2.0 9 7.7 
1983-1988 11 23.9 9 17.6 21 412 41 35.0 
After 1988 19 413 23 45.1 15 29.4 57 48.7 
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terminology of licensed. One hundred thirteen (77%) out of 148 respondents 
said yes, 18 (12%) said they had temporary licensure, and 15 (10%) said no. 
Group Three had the highest number of teachers licensed (n=46, 90%), and the 
fewest number of teachers temporarily licensed (n=3, 6%) and not licensed (n=2, 
4%). As for the year when teachers were licensed, most teachers were licensed 
between 1983-1988 in Group Three (n=21,41%). Most teachers were licensed 
after 1988,19 (41%) and 23 (45%), respectively, for Group One and Group Two. 
Of the respondents, fewer (16%) were licensed in health prior to 1983, and more 
(49%) after 1988. Of the number of licensures that took place between 1983 and 
1988 most occured in 1988 (39, 29%) (Appendix F). 
At least 90% of teachers in each group had taken formal classes in health 
education. The range of the average number of formal classes taken by the 
teachers in each group was 5 to 8; 37% , 29% , and 22%, respectively. The range 
of the average number of credits received for taking these formal classes was 11 
to 20 both in Groups One (28%) and Group Two (22%), and 21 to 30 (22%) in 
Group Three. 
There was a large variation in the types of educational institutions both in 
Iowa and out-of-state from which formal classes in health education were taken 
by the respondents; therefore, only the first two schools indicated by the 
respondents were used for analysis. For the first school attended, most teachers 
reported taking these formal classes at Iowa institutions; 61%, 59%, and 55% for 
each group, respectively. For the second school attended, most teachers 
reported Iowa institutions in Group One (28%). However, more attended out-
of-state institutions in Group Two (31%). The same number of teachers 
reported attending in-state and out-of-state institutions in Group Three (26%). 
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A list of names of formal health classes taken by the respondents was 
compiled (Table 3). Of these health education classes taken, 36 out of 79 had the 
word "health" in the title, and according to their titles, six dealt with 
organizational aspects of health curriculum. These six classes were Health 
Curriculum, Curriculum Writing, Planning Health Programs, Current Issues 
for Educators, Health Instruction in Secondary Schools, and Health Education 
Strategies. 
The mean range of years that secondary health teachers had been teaching 
was 7 to 12 years (37%) in Group One, and 13 to 18 years in both Group Two 
(29%) and Group Three (39%). As for the number of years that secondary 
school health teachers had taught in the same school district, there was a mean 
range of 7 to 12 years in both Group One (33%) and Group Three (22%), and 13 
to 18 years in Group Two (29%). 
Teachers were asked to list the courses they taught. Of the courses listed 
the first two courses named were noted. For the first course, health education 
had the highest number of teachers for each group: 37 (80%); 35 (69%); and 34 
(67%), respectively, followed by integrated courses in home economics for the 
second highest number of teachers for Group Two, 10 (19.6%); and the same 
number of teachers as physical education, 6 (12%) for Group Two and Group 
Three (Appendix F). Integrated courses in home economics consisted of 
components of child development, housing, food and nutrition, family life, 
and more. 
For the second course taught by the secondary health teachers, integrated 
courses in home economics had the highest number of teachers for each group: 
21 (46%); 17 (33%); and 16 (31%), respectively, followed by physical education 
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Table 3. Titles of health education classes taken by respondents 
Health Education Classes (n=79) 
1. Health and Nutrition 27. Emotional Health 
2. Health Exercise 28. Philosophy of Health 
3. Health Appraisal Evaluation 29. Environmental Health 
4. School Health Survey 30. Crucial Health Issues 
5. Health Survey 31. Modern Theories of Health 
6. Health & Environment 32. Concepts of Health 
7. Health School Services 33. Healthy Lifestyles 
8. Personal Health 34. Health Appreciation 
9. Consumer Health 35. Friends in Health Education 
10. Public & Community Health 36. Curriculum Writing 
11. Health Curriculum 37. Community Mental Health 
12. Teen-age Health Teaching 38. Children at Risk 
Modules 39. Methods 
13. Health Education 40. AIDS 
14. Planning Health Programs 41. Death & Dying 
15. Current Health Issues for 42. Drugs & Alcohol 
Educators 43. Family Life 
16. Life and Health 44. Human Sexuality 
17. Consumer Education in Health 45. Substance Abuse 
18. Family Health 46. Child Abuse 
19. Adolescent Health 47. Wellness 
20. Nutrition Consumer Health 48. First Aid 
21. Health Instruction in Secondary 49. Anatomy 
Schools 50. Human Relations 
22. Administration of School Health 51. Physical Education 
23. Health Promotion & Risk 52. Athletic Training 
Reduction 53. CPR 
24. Health & Safety Education 54. Kinesiology 
25. Health Resources 55. Development Psychology 
26. Health Education Strategies 56. Quest & Peer Helper 
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Table 3. (Cont.) 
Health Education Classes (n=79) 
57. Effective Parenting 69. Physical Management 
58. Individual & Family 70. Emergency Care 
59. Nutrition & Diet 71. Sexually Transmitted Disease 
60. Childhood 72. Chemistry 
61. Divorce & the Family 73. Bacteriology 
62. Exceptional Child 74. Human Disease 
63. Prevention of Disease 75. Issues of Single Parenting 
64. Child Development 76. Youth Problems 
65. Marriage 77. Care & Prevention of Injuries 
66. Suicide Prevention 78. Child Psychology 
67. Human Development & Growth 79. Home Hygiene & Care of Sick 
68. Stress Management 
for the second highest number of teachers for each group: 9 (20%); 12 (24%); 
and 15 (29%), respectively, and health education had 8(17%); 11 (22%); and 5 
(10%), respectively. 
Information About Health Strands 
Respondents were asked to indicate which of the eleven mandated health 
strands they taught, in what courses, and if other secondary health teachers 
taught these health strands in their schools. As for the courses in which the 
health strands were being taught they varied tremendously for each health 
strand. Therefore, no specific courses are listed in which health strands were 
69 
taught. Overall, respondents across the three groups were the primary teachers 
of these mandated health strands (Table 4). 
On a Likert-type scale the degree of importance for the eleven health 
strands ranged from 1, "Not Important," to 4, "Very Important." Respondents 
used this Likert-type scale to choose the degree of importance for each of the 
eleven health strands across the grade levels of nine, ten, eleven, and twelve. 
For the purpose of describing a particular health strand as "very important" in 
the text, the word "most " will be used. The percentages of secondary health 
teachers who selected a particular health strand as "very important" for the 
different grade levels provided a pattern which may be useful in the 
organizational aspects of scope and sequence for curriculum in health 
education (Table 5). 
Across the groups, unanimity for emphasis of health strands at a specific 
grade level was reported for seven of the strands. Teachers had rated three 
health strands very important for teaching at the ninth grade. Substance Abuse 
and Nonuse (85%, 94%, 92% respectively). Personal Health (67%, 69%, 61%) and 
Food and Nutrition (59%, 73%, 63% respectively) were viewed as most 
important at grade level nine. Four strands viewed as being most important at 
the twelfth grade level were: Family Life (85%, 78%, 78%); Consumer Health 
(57%, 55%, 59%); Health Resources (46%, 39%, 53%); and Environmental Health 
(44%, 37%, 43%). 
Agreement of importance at a specific grade level varied among the three 
groups for the remaining four strands. Safety and Survival Skills was viewed 
as most important for twelfth graders (57%) in Group One, and most important 
for ninth graders (47%, 39%, respectively) in Group Two and Group Three. 
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Table 4. Health strands taught by respondents and other secondary school 
health teachers within the same school district 
Group 
1 2 3 
H e a l t h  R j a  O T ^  R T  O T  R T  O T  
Strand N °/<f N % N % N % N % N % 
Personal 41 89.1 21 45.7 48 94.1 18 353 42 32.4 16 31.4 
Health 
Food and 42 913 23 50.0 45 88.2 21 412 39 765 28 54.9 
Nutrition 
Environmental 36 783 26 565 39 765 27 52.9 38 745 22 43.1 
Health 
Safety and 41 89.1 15 32.6 41 80.4 17 333 34 66.7 21 41.2 
Survival Skills 
Consumer 38 82.6 19 32.6 45 882 16 31.4 39 765 16 31.4 
Health 
Family 38 82.6 19 413 43 843 19 373 39 765 30 58.8 
Life 
Human 44 95.7 17 37.0 46 902 24 47.1 42 82.4 26 51.0 
Development 
and Growth 
Substance Abuse 42 913 22 47.8 49 96.1 19 373 45 882 21 412 
and NonUse 
Emotional and 40 87.0 26 565 47 922 16 31.4 46 902 21 412 
Social Health 
Health 35 76.1 16 34.8 42 82.4 15 29.4 39 765 12 235 
Resources 
Prevention and 40 87.0 18 39.1 47 922 16 31.4 45 882 21 412 
Control of Disease 
a Respondents taught. 
^ Others taught. 
c Percentages may be more than 100 because health strands are taught by both respondents and 
other secondary school health teachers. 
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Table 5. Percentage of teachers rating health strands very important at 
different grade levels. 
Grades 
Group 9th 10th 11th 12th 
Strands —Percentages— 
Personal Health 1 67.4 56.5 43.5 45.7 
2 68.6 56.9 47.1 49.0 
3 60.8 39.2 29.4 35.3 
Food and Nutrition 1 58.7 58.7 54.3 56.5 
2 72.5 54.9 56.9 58.8 
3 62.7 49.0 45.1 47.1 
Environmental 1 28.3 26.1 32.6 43.5 
Health 2 23.5 17.6 31.4 37.3 
3 27.5 31.4 29.4 43.1 
Safety & Survival 1 45.7 45.7 47.8 56.5 
Skills 2 47.1 41.2 35.3 39.2 
3 39.2 33.3 31.4 37.3 
Consumer Health 1 8.7 8.7 30.4 56.5 
2 15.7 15.7 37.3 54.9 
3 13.7 19.6 39.2 58.8 
Family Life 1 45.7 50.0 69.6 84.8 
2 47.1 47.1 66.7 78.4 
3 58.8 58.8 70.6 78.4 
Human Growth 1 71.7 71.7 67.4 76.1 
& Development 2 60.8 62.7 58.8 62.7 
3 54.9 49.0 49.0 52.9 
Substance Abuse 1 84.8 87.0 76.1 73.9 
and nonuse 2 94.1 84.3 76.5 74.5 
3 92.2 78.4 68.6 68.6 
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Table 5. (Cont.) 
Grades 
Health Group 9 th 10 th 11th 12 th 
Strands —Percentages— 
Emotional & Social 1 65.2 63.0 52.2 67.4 
Health 2 62.7 54.9 56.9 58.8 
3 66.7 66.7 56.9 58.8 
Health Resources 1 19.6 19.6 28.3 45.7 
2 19.6 15.7 25.5 39.2 
3 15.7 9.8 31.4 52.9 
Prevention & Control 1 56.5 56.5 65.2 71.7 
of Disease 2 54.9 58.8 60.8 60.8 
3 60.8 56.9 49.0 51.0 
Human Growth and Development was viewed as most important for twelfth 
graders (76%) in Group One; most important for tenth and twelfth graders (both 
63%) in Group Two; and most important for ninth graders (55%) in Group 
Three. Emotional and Social Health was viewed as most important for twelfth 
graders (67%) in Group One, and most important for ninth graders (63%; 67%, 
respectively) in Group Two and Group Three. Also, it was viewed as most 
important for tenth graders (67%) in Group Three. And finally. Prevention and 
Control of Disease was viewed as most important for twelfth graders (72%) in 
Group One, most important for eleventh and twelfth graders (both 61%) in 
Group Two, and most important for ninth graders (61%) in Group Three. 
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Information About Attitudes Concerning the Health Strands 
Next, the reliability of the Likert-type scale used to determine the respondents' 
attitudes was computed. Attitudinal scores were obtained from the scale by 
summing across the 10 items of a health strand. The reliability for the eleven 
health strands ranged from 0.40 to 0.66 (Table 6). For reaching conclusions 
Table 6. Reliability and means for ten attitude statements about eleven 
health strands. 
Health Reliability 
strand coefficient a Mean® Std. Deviation 
(evaluated with 10 
attitude statements) 
Personal Health 0.64 27.46 6.01 
Food and Nutrition 052 25.76 5.09 
Environmental Health 0.49 26.45 555 
Safety and Survival Skills 051 26.94 . 5.81 
Consumer Health 050 28.00 5.60 
Family Life 054 20.31 5.49 
Human Growth 
and Development 
058 20.18 5.74 
Substance Abuse and NonUse 0.40 21.68 5.34 
Emotional and Social Health 053 23.18 5.48 
Health Resources 0.66 30.04 6.73 
Prevention and Control 0.61 22.37 6.06 
of Disease 
3 Theoretical range for the sum of 10 attitude statements was 10 = completely 
agree to 60 = completely disagree. 
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about groups this level of reliability is considered acceptable (Ary, Jacobs & 
Raxavich, 1985, p. 237). Of the reliability coefficients for the eleven mandated 
health strands. Substance Abuse and Nonuse had the lowest level of reliability, 
a=0.40 and Health Resources had the highest level of reliability, a=0.66. A 
closer look at the individual items under the health subheading of substance 
abouse and nonuse showed that if item three or six were deleted the reliability 
would have increased from a=0.40 to 0.43 or 0.44, respectively. These two items 
are: Substance Abuse and Nonuse; (1) should not be taught in school and (2) is 
boring. This analysis of reliability was done across the three groups combined, 
which equaled a total sample of 148 secondary school health teachers because 
there were no significant differences across the groups on attitudes. 
Organizational Aspects of Health Curricula 
The secondary school health teachers were asked to check the type of 
health curriculum models currently being used in their school district. The 
seven choices were: Tyler Rationale, The Health Belief Model, The PRECEDE 
Framework, Iowa Department of Education framework, a combination of these 
models, other models, and no specific model. The two most frequently chosen 
health curriculum model(s) for each group were Iowa Department of Education 
Framework (33%, 29%, 41%, respectively), and a combination of models which 
included the Tyler Rationale, The Health Belief Model, and The PRECEDE 
Framework (35%, 33%, 29%, respectively) (Appendix F). 
Health teachers were asked to check the type of health curriculum models 
they preferred to use in their school district. Two curriculum models most 
frequently preferred were Iowa Department of Education Framework (24%, 
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28%, in Group One and Group Three); and a combination of models including 
the Tyler Rationale, The Health Belief Model, and The PRECEDE Framework 
(26%, 26%, 31%, for each group, respectively). However, teachers in Group 
Two more frequently preferred not to use any specific model (26%) (Appendix 
F). In the category of other kinds of models, teachers were allowed to write in 
other models currently being used and/or preferred. One guide frequently 
mentioned across the three groups was the Teenage Health Teaching Module 
(THTM) (an illustration of THTM can be found in Figure 7). 
At least 57% of the teachers had positive attitudes about health curriculum 
models (72%, 57%, 59%, for each group, respectively) (Appendix F). Those with 
negative attitudes toward using curriculum models were 13%, 24%, and 24% 
percent, respectively (Appendix F). Eighty percent or more reported that 
curriculum models were helpful (85%, 80%, 86%, for each group, respectively) 
(Appendix F). The percentage of teachers who reported that their schools had 
fully implemented the eleven mandated health strands were 80% in Group 
One and Group Two; and 86% in Group Three (Appendix F). 
As for the secondary school health teachers' role in the development 
process for health curricula, 72% had a role during the development process in 
Group One; 75% had a role in Group Two; and 73% had a role during the 
development process in Group Three. However, the number of secondary 
school health teachers who had a role in the implementation process was 
much lower than those for the development process with 39% having a role 
during the implementation process in Group One, 37% having a role during 
the implementation process in Group Two, and 33% having a role during the 
implementation process in Group Three (Appendix F). Although, respondents 
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reported having a small role in implementation, at least 90% of them indicated 
that they had a major role as a health teacher. 
Teachers were asked to rank the eleven health strands from 1 to 11, with 
one being most important to eleven, least important. Many of these teachers 
reported that it was difficult to rank the health strands in regards to most and 
least important. The importance of each health strand was ranked by teachers 
across the three groups (Table 7). 
Teachers then were asked, "In your own opinion, what is the biggest 
barrier to getting young people to understand health education?" There were 
forty-eight different responses given (Table 8). 
Teachers then were asked to choose who should contribute to the 
development and implementation of the eleven mandated health strands for 
the health curriculum. Eight choices were provided and each teacher was 
allowed to choose more than one response. Out of the eight choices, three were 
most frequently chosen: teachers, 98%, 100%, and 96%, respectively, for each 
group; parents, 89%, 92%, and 96%, respectively, for each group; and students, 
85%, 84%, and 90% for each group (Appendix F). Using the same eight choices, 
teachers then were asked to select one response each for the most influential 
contributor, the second most influential contributor, and the third most 
influential contributor. The three most influential contributors were: teachers 
as the most influential contributors (61%, 53%, 57%, respectively); students, as 
the second most influential contributors (24%, 28%, 24%, respectively); and 
parents as the third most influential contributors (30%, 24%, 28%, respectively) 
(Appendix F). 
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Table 7. Average ranks of the eleven health strands by respondents 
Health Group 1 Group 2 Group 3 
Strand N=46 N=51 N=51 
Ave.® Rank Ave. Rank Ave. Rank Average Order of 
Rank Order Rank Order Rank Order Ranks Average 
Across Ranks 
Groups^ 
Personal Health 4.3 3 4.3 4 5.0 6 4.5 5 
Food and Nutrition 5.2 6 5 5.3 6 5.8 7 5.4 7 
Environmental 8.1 9 8.0 9 8.5 9 8.2 9 
Health 
Safety and Survival 7.3 8 7.6 8 6.9 8 7.3 8 
Skills 
Consumer 9.0 10 9.2 10 9.5 10 9.2 10 
Health 
Family 4.5 4 3.4 1 3.7 2 3.9 2 
Life 
Human Development 3.5 1 4.5 5 3.9 3 4.0 3 
and Growth 
Substance Abuse and 3.7 2 4.2 3 3.6 1 3.8 1 
NonUse 
Emotional and Social 4.8 5 3.8 2 4.1 4 4.2 4 
Health 
Health Resources 10.1 11 9.9 11 9.7 11 9.9 11 
Prevention and 5.2 6.5 5.6 7 4.8 5 5.2 6 
Control of Disease 
^ In each group averages for each strand were rank ordered, lowest mean being the most 
important. 
^ Average ranks across each group ordered with lowest rank average as most important. 
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Table 8. Barriers to getting young people to understand health education in 
priority order 
Question: "In your own opinion, what is the biggest 
barrier to getting young people to understand health N % 
education?"^ 
1. "They feel invincible. That it could not happen to 35 23.60 
them, and Attitude—" Things cannot happen to me 
(Pregnancy, Rape, Drinking /Driving) .b 
2. "Apathy" 6 4.10 
3. "It doesn't apply to them." 5 3.40 
4. "Their ability to understand the importance of health 5 3.40 
education to them and how this information is 
needed for their future." 
5. "Students live for the present, the future will take 5 3.40 
care of itself." 
6. "Recognizing the importance of the class." 5 3.40 
7. "Gaining their interest." 5 3.40 
8. "Lack of support, reinforcement, and proper 4 2.70 
examples by adults." 
9. "Think they will live forever." 4 2.70 
10. "Don't take it serious." 4 2.70 
11. "Health concerns are for older people only." 4 2.70 
12. "Getting students to understand that they are 4 2.70 
responsible for their own good health." 
13. "Applying or implementing it in their lives." 4 2.70 
14. "Perceived as boring." 3 2.00 
15. "Know it all." 3 2.00 
16. "Student attitudes." 3 2.00 
17. "The concepts taught are not followed up at home." 3 2.00 
18. "Already in good health for their age." 3 2.00 
19. "Lack of time." 3 2.00 
3 Responses compiled from respondents (n=148). 
b Combined three responses to make up the barrier, "invincible". 
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Table 8. (Cont.) 
Question: "In your own opinion, what is the biggest 
barrier to getting young people to understand health N % 
education?"^ 
20. "Society and Media." 3 2.00 
21. "Not information they need." 2 1.40 
22. "They need to see results now." 2 1.40 
23. "Stereotype that health is a blow off class." 2 1.40 
24. "Lack of motivation." 2 1.40 
25. "Too much overlapping—lack newness." 2 1.40 
26. "Schedule conflicts affect class choices (e.g., Band 2 1.40 
verses Health)." 
27. "They just don't care." 2 1.40 
28. "The curriculum doesn't meet student needs." 2 1.40 
29. "Changing the misconceptions." 2 1.40 
30. "The title health." 1 0.70 
31. "The lack of parental support." 1 0.70 
32. "They don't see their age period as a dangerous one." 1 0.70 
33. "Lack of care for others." 1 0.70 
34. "Decrease in personal involvement." 1 0.70 
35. "Methods of introducing health." 1 0.70 
36. "Take health for granted until ill." 1 0.70 
37. "Think they can learn what they need from their 1 0.70 
peers." 
38. "Pressure of being intellectually prepared for college 1 0.70 
and the connection to good health is never made." 
39. "The teacher's ability to relate health to students' 1 0.70 
needs—not just give them information/materials." 
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Table 8. (Cont.) 
Question: "In your own opinion, what is the biggest 
barrier to getting young people to understand health 
education?"® 
N % 
40. "A lack of roles for students in curriculum 1 0.70 
planning/development." 
41. "Students have basic needs that must be attended to 1 0.70 
first before esteem and self-actualization can be met." 
42. "Poor reading skills and habits." 1 0.70 
43. "Mandated leads to negativeness and getting rid of 1 0.70 
something else." 
44, "Qualified teachers." 1 0.70 
45. "Presentation." 1 0.70 
46. "Community barriers to what is taught." 1 0.70 
47. "Willingness to change." 1 0.70 
48. "Peer pressure not to conform." 1 0.70 
Finally, respondents were asked two open-ended questions, first, "What 
are some good points about the health curriculum in your school?", and "What 
should be done in order to improve the health curriculum in your school?" 
Responses to these two questions were combined for the three groups because 
there were similar responses across the groups. For the first question there 
were 39 different responses (Table 9). There were 34 different responses to the 
second question (Table 10). 
Description of Statistical Procedures 
The remainder of this chapter describes the statistical procedures used in 
testing specific questions and the results with tables summarizing only 
significant findings of the analyses. Chi-square tests of independence were used 
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Table 9. Secondary school health teachers' responses to first question 
Question: "What are some good points about the 
health curriculum in your school?"® 
N % 
1. "Covers the eleven mandated health strands." 15 10.10 
2. "K-12 plan." 12 8.10 
3. "All students are required to take it." 11 7.40 
4. "Teaches to student needs." 11 7.40 
5. "Curriculum modified to meet state requirements." 10 6.80 
6. "Kids can't wait to take it." 9 6.10 
7. "Prevention-looks to the future." 8 5.40 
8. "Flexible." 8 5.40 
9. "Goals set were met." 7 4.70 
10. "It is comprehensive." 6 4.10 
11. "Cooperation from the students." 4 2.70 
12. "Meets students' need through the involvement of 4 2.70 
the community." 
13. "Based on teachers' needs and students' needs, and 4 2.70 
what teachers want to teach." 
14. "Certified Teachers." 3 2.00 
15. "Helps organize." 3 2.00 
16. "The health curriculum is divided into two 2 1.40 
semesters." 
17. "K-12 unity and articulation." 2 1.40 
18. "Students receive health education in many areas." 2 1.40 
19. "Taught by knowledgeable teachers with life 2 1.40 
experiences in many of these topics." 
20. "Available as an elective at H.S." 2 1.40 
21. "More consistent secondary coverage." 2 1.40 
22. "We can reach a lot of kids at different ages." 2 1.40 
^ Responses compiled from respondents (n=148). 
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Table 9. (Cont.) 
Question: "What are some good points about the 
N /o 
health curriculum in your school?"® 
23. "Speakers." 2 1.40 
24. "Parental support." 2 1.40 
25. "Each student is required after each health unit to 
explain the benefits of health education in their 
lives." 
1 0.70 
26. "Centered around current topics." 1 0.70 
27. "Two different curriculums, alternated every other 
year." 
1 0.70 
28. "Something new each year." 1 0.70 
29. "Work with the Physical Education Program closely." 1 0.70 
30. "Work on family life choices." 1 0.70 
31. "Stress release." 1 0.70 
32. "Structured." 1 0.70 
33. "Extensive use of computers." 1 0.70 
34. "Volunteered work is incorporated." 1 0.70 
35. "Prevents overlap in teaching and allows 
reinforcement of concepts." 
1 0.70 
36. "It is geared to be used with AEA materials." 1 0.70 
37. "Administrative support." 1 0.70 
38. "Interesting." 1 0.70 
39. "Students get to ask frank questions." 1 0.70 
to determine whether the three groups of teachers were statistically 
independent of one another on each of the background variables. Number of 
years of teaching and educational degree were highly significant beyond the 0.01 
level, and number of years teaching in the same school district was significant 
at the 0.05 level (Table 11). For the number of years of teaching, teachers in 
Group One had taught fewer years (12 years or less) than those in Group Two 
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Table 10. Secondary school health teachers' responses to second question 
Question: "What should be done in order to improve 
the health curriculum in your school?"® 
N % 
1. "More time to teach it." 15 10.10 
2. "Keep updated." 11 7.40 
3. "More administrative support/funds." 11 7.40 
4. "More implementation." 10 6.80 
5. "More resources." 10 6.80 
6. "Make it required for all students." 10 6.80 
7. "Allot more monies for experts to come as special 9 6.10 
speakers on certain topics." 
8. "Better organization/articulation." 8 5.40 
9. "More time for curriculum development." 7 4.70 
10. "More communication among staff to avoid 6 4.10 
overlapping of materials." 
11. "Need more time to have the lower grades to catch 6 4.10 
up — more decision making at 9-12 grade levels." 
12. "More integration K-12." 5 3.40 
13. "More planning and preparation." 5 3.40 
14. "Should be a year course not a semester." 4 2.70 
15. "Needs to be strengthened." 4 2.70 
16. "All teachers who teach health should meet and 3 2.00 
analyze the curriculum used (evaluation team)." 
17. "More teaching training/inservice." 3 2.00 
18. "Better sequencing." 3 2.00 
19. "More networking." 2 2.00 
20. "Hire more teachers." 2 1.40 
21. "Develop a resource list." 1 0.70 
^Responses compiled from respondents (n=148). 
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Table 10. (Cont.) 
Question: "What should be done in order to improve 
the health curriculum in your school?" 
N % 
22. "Should not be forced to cover all strands each 
semester—allow more time for each strand." 
"Made more real." 
"Horizontal & vertical planning among teachers." 
"Pay for teachers' tuition (college) to get more 
education in health." 
"Various teaching methods considered." 
27. "Make sure what is being taught is what was decided 
on." 
"Do not use the health curriculum as a P.E. waiver 
(P.E. is important too)." 
"Should be written from a health approach rather 
than body systems-biology." 
"More activities." 
"Team taught." 
"Have all teachers certified in health and understand 
the importance of health education." 
"Concentrate more on the eleven mandated health 
strands to make sure they are all covered." 
"Offer environmental health for ninth graders." 
23. 
24. 
25. 
26. 
28. 
29. 
30. 
31. 
32. 
33. 
34. 
0.70 
0.70 
0.70 
0.70 
0.70 
0.70 
0.70 
0.70 
0.70 
0.70 
0.70 
0.70 
0.70 
and Group Three. For educational degree, there were more teachers with 
bachelor's degrees than master's degrees in Group One and Group Two. For 
the number of years teaching in the same school district, teachers in Group One 
had taught fewer years in the same school district than those in Group Two and 
Group Three. 
Spearman rho correlation coefficients were calculated for the three groups 
of teachers' average paired rankings for each of the health strands to determine 
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Table 11. Chi-square analysis of independence for three groups of secondary 
school health teachers based on background variables. 
Background 
Variable 
Category Observed 
Frequency 
DF Probability 
1 
Group 
2 3 
Number of 1-6 11 5 13 20.10 6 .003 
Years Teaching 7-12 17 11 5 
13-18 11 15 20 
>18 6 20 13 
Educational BA/BS 41 42 31 14.40 2 .001 
Degree MA/MS 4 8 20 
Number of 1-6 21 12 15 15.42 6 .017 
Years Teaching 7-12 15 10 11 
in the same 13-18 7 15 17 
School District >18 3 14 8 
Table 12. Spearman rho correlation of average ranks of paired health 
strands by three groups of secondary school health teachers 
Groups 
Between 1 and 2 
Between 1 and 3 
Between 2 and 3 
Health Strands Ranked in Each Group 
(N) Rho 
11 
11 
11 
.79 
.84 
.89 
Probability 
.002 
.001 
.000 
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whether there was a relationship between the three groups' average paired 
rankings for each of the health strands. The average rankings when paired 
among the three groups of teachers were highly significant beyond the 0.01 
level. Each group of teachers ranked the health strands similarly (Table 12) 
(The rankings of health strands were displayed in Table 7). 
Pearson product-moment correlation coefficients procedure was used to 
test if there was a relationship between six demographic variables and the 
teachers' average attitudinal score for each health strand. Based on the 
findingsobtained, only four of the selected demographic variables, group, 
educational degree, number of years teaching, and number of years teaching in 
the same school district with only one health strand. Emotional and Social 
Health was found to be significant at the 0.05 level. The coefficients for these 
relationships were low (Table 13). 
One-way analysis of variance was used to determine whether or not group 
differences using the average attitudinal scores of teachers toward the health 
strands existed. Based on the results obtained from the one-way analysis of 
variance no significant difference was found between three groups of secondary 
school health teachers' average attitudinal scores for each of the health strands. 
One-way analysis of variance was used to determine whether or not group 
differences using the average attitudinal scores of teachers toward the health 
strands existed. Based on the results obtained from the one-way analysis of 
variance no significant difference was found between three groups of secondary 
school health teachers' average attitudinal scores for each of the health strands. 
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Table 13. Pearson correlation of average attitudinal scores of health strands 
and demographic variables 
Health Strand 
Emotional and Social Health 
Variable (N) P Probability 
Group 144 -.18 .030 
Educational Degree 143 -.18 .028 
Number of Years Teaching 143 -20 .018 
Number of Years Teaching in 144 -.16 .049 
the Same School District 
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CHAPTER V. DISCUSSION 
Findings presented in this study have provided a substantial amount of 
information about the organizational aspects of health curricula for grades nine 
to twelve and secondary school health teachers' attitudes toward a mandated 
unit of health education in Iowa public schools. This information included the 
demographic characteristics of these teachers. Teachers in this study were 
divided into three groups based on the student enrollment size of the schools 
in which they taught. Thus, Group One = <500; Group Two = 500 to 1,000; and 
Group Three = 1,001 and over of school enrollment size. Overall, there were 
more females (97) than males (51) across the three groups. This finding is not 
unusual because the number of females in the teaching field still remains quite 
high in spite of the increase in non-traditional careers for females. The mean 
age range category was 36 to 41 years old for each group; however, in Group One 
there were no secondary health teachers past the age of 53 years. This finding 
could be a reflection of the fact that teachers in Group Two and Group Three 
were older and had been teaching longer. 
Secondary teachers must have at least a bachelor's degree and be licensed 
to teach. There were 114 (78%) of the teachers in this study with only a 
bachelor's degree, 32 (22%) with masters and one (1%) with a Ph.D. Across the 
three groups, teachers who were licensed to teach health totaled 113 (77%), not 
including 18 (12%) with temporary health licensure. The highest number of 
teachers licensed were in Group Three (46, 90%). These findings along with 
when licensure took place provide valuable information regarding the impact 
of the Iowa School Standards Act, (1988), which mandated a health unit 
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composed of eleven health strands for grades nine through twelve. Of the 
licensures that took place between 1983 to 1988 most occurred in 1988 (34, 29%) 
when the School Standards Act was established. There were more teachers 
who were licensed after 1988 (57, 49%) than were licensed between 1983 to 1988 
(41, 35%) and before 1983 (19,16%). These findings confirm Zirkel and 
Bargerstock's (1980) findings on how legislation influences the health 
curriculum as to what, when and how health concepts are implemented. 
Ninety percent or more of the teachers in each group (91%, 90% and 98%, 
respectively) had taken formal classes with the average number of classes being 
five to eight. Of the first two schools attended by the secondary school health 
teachers for formal health classes, 86 teachers out of 133 teachers across the 
three groups went to schools in the state of Iowa. Titles of these formal health 
classes had the word "health" in 36 of the 79 course titles listed. Six of the 79 
classes had titles that dealt specifically with organizational aspects of health 
curriculum. These six titles were Health Curriculum, Curriculum Writing, 
Planning Health Programs, Current Health Issues for Educators, Health 
Instruction in Secondary Schools, and Health Education Strategies. 
Teachers in Group Two and Group Three had taught on the average more 
years than those in Group One, 13 to 18 years compared to 7 to 12 years, 
respectively. Also, teachers in Group One had taught fewer years in the school 
district than those in Group Two and Group Three. There is the possibility that 
teachers in Group One were younger or tended to retire earlier than those in 
Group Two and Group Three. It is difficult to state one definite reason for this 
finding based on the descriptive data; however, it is an interesting finding 
which could lead to further investigation. 
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Of the courses taught by the secondary school health teachers, health 
education, and home economics, including integrated courses in home 
economics such as child development, nutrition and family life, were the 
courses most often cited where the mandated health strands were being taught. 
Physical education was cited as the third course or area where health strands 
were being taught and this was true across all of the groups. This finding 
indicated the important contributions made by various fields of study to health 
education. In this study, health education, home economics, and physical 
education were valuable courses for teaching some, if not all eleven, of the 
health strands. Also, the respondents who taught health education, home 
economics and physical education primarily were responsible for teaching the 
eleven mandated health strands; therefore, these teachers were very 
instrumental in meeting students' health education needs. 
In a study by Schneider and Thier (1979) respondents consisting of 
elementary, junior high/middle, senior high and university teachers, and 
teachers in a hospital setting were asked to rate the importance of 26 health 
topics. Of the health topics rated as very important in Schneider and Thier's 
study eight of the health topics fell under five of the eleven health strands in 
this study. However, as part of this study, respondents were asked to rate the 
importance of the eleven health strands for each grade level (nine to twelve). 
The findings indicated a scope and sequence pattern of what secondary 
health teachers thought was very important to teach and on what grade level to 
place the most emphasis (Table 5). Teachers had rated three health strands very 
important for teaching at the ninth grade. Substance Abuse and Nonuse 85% 
or more for each group. Personal Health 61% or more for each group, and Food 
91 
and Nutrition 59% or more for each group were reported as most important at 
grade level nine. Four strands were viewed as being most important at the 
twelfth grade level: Family Life 78% or more for each group; Consumer Health 
55% or more for each group; Health Resources 39% or more for each group; and 
Environmental Health 37% or more viewed it as most important. 
Of these four strands. Family Life had higher percentages at grade level 
twelve than any other health strand across the groups (85, 78, 78, respectively). 
These findings may be a direct indication of teachers putting more emphasis on 
Family Life at the twelfth grade level as a means of preparation for students 
who will be graduating soon and perhaps starting their own families in the 
near future. Also, with the many crises and issues facing the family, which is 
the basic social unit of society, it would be very necessary to teach Family Life. 
Issues such as divorce, single parents, extended families, and the dissolving 
"nuclear" or traditional family have influenced research and emphasis on the 
family in the literature (Edwards, 1987; Parish & Nurm, 1988; Thobaben, 1982). 
Substance Abuse and Nonuse was one of the three health strands rated 
most important for ninth graders, and had higher percentages at grade level 
nine than any other health strand across the groups (85, 94, 92, respectively). 
These findings may indicate an influence of national drug campaigns aimed at 
younger students. The other health strands were considered most important at 
various grade levels, and differed somewhat across the groups: Safety and 
Survival Skills was viewed as most important for twelfth graders (57%) in 
Group One, and most important for ninth graders (47%, 39%, respectively) in 
Group Two and Group Three; Human Growth and Development, grade level 
twelve (76, 63, for Group One and Group Two, respectively), and grade level 
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nine (55) in Group Three; Emotional and Social Health, grade level nine (63, 67, 
for Group Two and Group Three, respectively), and grade level twelve (67) in 
Group One; and Prevention and Control of Disease, grade level twelve (72, 61, 
for Group One and Group Two, respectively), and also grade level eleven (61) 
in Group Two, and grade level nine (61) in Group Three. For the most part, 
these findings showed that teachers thought certain health strands should be 
emphasized more at certain grade levels than at others. 
Because of the length and nature of the instrument much care had been 
taken to test in such a way so as to avoid possible response set among the 
respondents. As a result, it was quite evident that these teachers were not 
responding for the sake of responding, or responding in a certain pattern due to 
fatigue because of the complexity and length of the instrument. The teachers' 
responses suggested that they believed each health strand to be important. In 
addition to the health strands being taught in school, teachers reported that 
many of the health strands "should be taught in the family." (The percentages 
for each of the 10 attitude items per 11 health strands is in Appendix F.) 
This finding was in agreement with a report entitled. The Unfinished 
Agenda: A New Vision for Child Development and Education by the 
Committee for Economic Development (1991). The report emphasized the 
need to increase the abilities of parents to act as their children's first and most 
important teachers. Also, other studies have indicated that the attitudes and 
values of children and teenagers are shaped more by their parents than any 
other factor, including school and peers. These orientations may explain 
somewhat why teachers in this study felt that many of the health strands 
should also be taught in the family. 
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The teachers ranked the eleven health strands fairly similarly across the 
three groups. However, many of these teachers reported that it was difficult to 
rank the health strands in regard to most and least important. This was 
attributed to the teachers' beliefs that each of the health strands was important 
(Table 7). 
In this study the respondents showed through their selection process that 
they were aware of three commonly used curriculum models/frameworks 
identified by Pollock (1987). These models were the Tyler Rationale, the Health 
Belief Model, and the PRECEDE Framework. However, none of these three 
curriculum models/frameworks were chosen as frequently as the Iowa 
Department of Education Framework and a combination of models, which 
included the three commonly used curriculum models/frameworks. 
Of the models currently being used by the respondents, the Iowa 
Department of Education Framework was selected 33%, 29%, and 41% for each 
group, respectively; and a combination of curriculum models was selected 33%, 
33%, and 29% for each group, respectively. However, for curriculum 
models / frameworks preferred by the respondents, the Iowa Department of 
Education Framework (24%, 28%, for Group One and Group Three, 
respectively) and a combination of curriculum models ( 26%, 26%, 31%, 
respectively) still were frequently chosen. In the case of Group Two, more 
teachers preferred not to use any specific model (26%). Overall, however, 
findings indicated that most teachers across the groups had positive attitudes 
about the use (71%, 57%, 59%), and helpfulness of curriculum models (85%, 
80%; 86%). 
In the category of other kinds of models, the Teenage Health Teaching 
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Module was frequently mentioned (Nelson, Poehler, & Johnson, 1988; Ross, et. 
al., 1991). The Health Belief Model currently is receiving substantial attention 
in the field of health education (Eisen, Zellman, & McAlister, 1985; Kegeles, & 
Lund, 1982; Pollock, 1987); however, findings from this study did not reflect the 
Health Belief Model's popularity among the secondary health teachers who 
responded. 
Across the three groups 80% or more of the respondents reported that 
their schools had fully implemented the eleven mandated health strands into 
the health curriculum.At least 72% of the respondents across the groups 
indicated that they had a role in curriculum development but no more than 
39% of the respondents indicated that they had a role in implementation. 
These findings especially those concerning the teacher's implementation role 
are substantiated in the literature (Elmore, 1987; Schamroth & Blanchard, 1990; 
Young, 1990). At least 90% of the respondents indicated that they had a major 
role as a health teacher. 
The respondents across the three groups believed that teachers, parents 
and students should be key contributors to the development and 
implementation of health strands in the school curriculum. Of these key 
contributors, teachers were chosen as the most influential contributor (61%, 
53%, 57%, respectively); students, the second most influential contributor (24%, 
28%, 24%, respectively); and parents were chosen as the third most influential 
contributor (30%, 24%, 28%, respectively). 
The most cited barrier to health education in this study was the teachers' 
belief that students' believed that they were invincible. Implications from 
Gochman and Saucier's study (1982) may be useful in shedding some light on 
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this barrier to getting young people to understand health education. Most 
research and health education programs typically have attempted to increase 
the level of perceived vulnerability among children and adolescents. Data 
from Gochman and Saucier's research findings indicated similar approaches 
were used yet findings did not show perceived vulnerability to be related to 
beliefs about the benefits of tooth brushing, frequency of brushing teeth or of 
dental visits. Furthermore, children and young adults did not perceive 
themselves as generally vulnerable to health problems. The health belief 
model's scope has been enlarged and used to assess a variety of health problems 
rather than a single problem. The health belief model has various forms of 
perceived vulnerability integrated into it. The concept of perceived 
vulnerability may require re-evaluation in health education programs. The 
finding from this study that teachers report young people believe they are 
invincible seems to be in agreement with Gochman and Saucier's findings on 
perceived vulnerability. 
finally, the respondents answered two open-ended questions about the 
good points of their schools' health curriculum and what should be done to 
improve their schools' health curriculum. The respondents gave 39 different 
responses to the first question and 34 to the latter question, with many referring 
to the need for more time to teach, update, and administrative support and 
funds for health curriculum. These findings were in agreement with 
Schamroth and Blanchard's (1990) study on the motivations and satisfactions of 
teachers in developing their own curriculum. 
A Chi-square procedure was used to test if the three groups of teachers 
were statistically independent of one another using each of the background 
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variables. Only three background variables, number of years teaching, degree, 
and number of years teaching in the same district were not statistically 
independent when comparing the three groups of teachers. In other words, 
these three groups of teachers basically are independent of one another yet they 
responded similarly to the survey used in the study. 
A Spearman rho test was used to compute average paired rankings for the 
three groups of teachers on each of the health strands. Each of the average 
rankings when paired among the three groups of teachers indicated a 
significant relationship between the rankings of these teachers. Teachers across 
the three groups ranked the health strands similarly with Substance Abuse and 
Nonuse, Family Life, and Human Development and Growth being the three 
highest ranked health strands, and Environmental Health, Consumer Health, 
and Health Resources being the three lowest ranked health strands (Table 12 
and 7). 
No significant differences were found when a one-way analysis of variance 
was used to test group differences by using the average attitudinal scores of 
teachers toward the health strands. Therefore, teachers' average attitudinal 
scores for each of the health strands were similar, 
Pearson product-moment correlation coefficients were calculated and 
analyzed for any relationships between the six demographic variables and the 
teachers' average attitudinal score for each health strand. Four demographic 
variables (group, educational degree, number of years teaching, and number of 
years teaching in the same school district) had low correlation coefficients with 
the teachers' average attitudinal score on one health strand. Emotional and 
Social Health. 
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CHAPTER VI. SUMMARY, CONCLUSIONS, IMPLICATIONS AND 
RECOMMENDATIONS 
Summary 
The importance of health and the role of the school in achieving the 1990 
Health Objectives for the Nation has been well documented throughout the 
health and education literature. A unit of health consisting of eleven health 
strands at the secondary level (grades nine through twelve) was mandated in 
1988 by the Iowa General Assembly. The eleven health strands are: personal 
health, food and nutrition, environmental health, safety and survival skills, 
consumer health, family life, human development and growth, substance 
abuse and nonuse, emotional and social health, health resources, and 
prevention and control of disease. As a result of this action taken by the 
General Assembly, the state of Iowa has officially gone on record to address the 
need for health education. 
This descriptive study has been designed to be used as a basis for 
examining (1) organizational aspects of health curricula for grades nine 
through twelve, and (2) secondary school health teachers' attitudes toward the 
eleven health strands that make up one unit of health as mandated by the Iowa 
General Assembly. The objectives of the study were to (1) determine the degree 
to which health education curricula of secondary schools meet the criteria for 
health education as set forth in the School Standards Act, 1988; (2) identify 
models being used for developing and implementing health education 
curricula in secondary schools; (3) evaluate health education curricula in 
secondary schools; (4) identify secondary school health teachers' roles in health 
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education curricula development and implementation; and (5) determine 
attitudes of secondary school health teachers toward the eleven mandated 
health strands in Iowa. 
A two-fold process was used to gather data from a sample of secondary 
health teachers. First, a postcard questiormaire was mailed to superintendents 
of 431 public schools in Iowa. Second, the Health Education Survey was mailed 
to 294 teachers who made up four groups based on student population size. 
The two largest groups were later merged to make a group named Group Three. 
The Health Education Survey was developed to obtain current information on 
the organizational aspects of health education curricula in regards to teacher 
involvement and teacher attitudes of those who teach health toward the 
eleven mandated health strands. The survey also included demographic items 
to identify teacher characteristics and other pertinent information. 
Of the 294 surveys mailed to secondary school health teachers in Iowa 
public schools, 159 were returned with 148 of those usable for this study. The 
data were collected from a sample of 148 secondary school health teachers. 
These teachers were most likely to teach toward the eleven mandated health 
strands at the secondary level. Also, teachers' responses suggested that they 
believed each health strand to be important. 
Conclusions 
Based on the secondary health teachers' responses to the Health Education 
Survey that included the Likert-type scales used to measure their attitudes 
toward the eleven mandated health strands, some conclusions of this study 
were: 
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1. Most of the 11 state mandated health strands have been implemented 
in the schools as set forth in the School Standards Act, 1988. 
2. Most of the secondary school health teachers in this study have taken 
formal health classes and attended institutions in Iowa that have 
offered health classes needed for certification. 
3. Most of the secondary school health teachers in this study have been 
certified by the state of Iowa during 1988 or after 1988 as a result of the 
School Standards Act of 1988. 
4. Most of the secondary school health teachers in this study come from 
diverse educational backgrounds with those in health education, 
home economics, and physical education teaching many of the 
eleven mandated health strands. 
5. Most of the secondary school health teachers who responded to this 
study considered themselves the primary teacher of the eleven 
mandated health strands. 
6. The 11 mandated health strands were generally perceived as 
important by this sample of secondary health teachers for grades nine 
to twelve. However, where these health strands should be 
emphasized varied at the different grade levels. For example. Family 
Life was considered more important at the twelfth grade level than at 
any of the other three grade levels. 
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7. For the most part the secondary school health teachers did not fail 
into a "response set" when answering the survey even though the 
survey was long and questions may have seemed repetitive. This was 
an important factor in making sure the questions were carefully read 
and answered. Also, there was a consistent pattern of agreement 
across the three groups in their responses toward the health strands. 
8. Secondary school health teachers' attitudes toward the health strands 
as a whole were positive. 
9. Secondary school health teachers reported that many of the health 
strands also "should be taught in the family", which may be due to 
their belief in the importance of home in disseminating values. 
10. The respondents were aware of the three curriculum models 
commonly used (Pollock, 1987). However, a framework developed by 
the Iowa Department of Education and a combination of models were 
frequently used and generally preferred. 
11. Seventy-two percent of the secondary health teachers in the study 
indicated they had a role in development of health education 
curriculum, but no more than 39% considered they had a role in 
implementation. However, 90% selected teachers as the ones they felt 
should be the most influential contributors to school health 
curriculum. 
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12. The teachers reported students' belief that they are invincible as the 
most frequent barrier in getting young people to understand health 
education. 
13. Secondary school health teachers expressed a need for more time, 
space, and support for the health curriculum in order to improve 
their own schools' health curriculum. 
14. Teachers were selected as the most influential contributor (53 to 61%) 
to the development and implementation process of health strands in 
the school curriculum; students, the second most influential 
contributor (24 to 28%); and parents, the third most influential 
contributor (24 to 30%) to the development and implementation 
process of health strands in the school curriculum. 
15. Finally, the secondary health teachers in the school districts that were 
divided into three groups, based on the student population size, were 
similar in many ways except the smaller school districts responded 
more readily, judging by the percentage of their surveys returned. 
Implications 
Results of this study have important implications for health educators, for 
those educators in various disciplines who teach health education at the 
secondary level, and for others who are concerned with and/or contribute to 
the development and implementation of health curriculum at the secondary 
level. Health mandates for school health curriculum do influence what is 
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being taught. Eighty percent of the respondents reported that their schools had 
fully implemented the eleven mandated health strands. Overall, teachers who 
teach toward the eleven mandated health strands have a positive attitude about 
the health strands and believe that many of the health strands should also be 
taught in the family. Also, teachers in this study seemed quite confident in 
their role of teaching health education. Given the fact that the mean range of 
teaching experience was 13 to 18 years, it may be worthwhile to explore how 
level of self-confidence affects teachers' attitudes toward a change in subject 
matter taught. 
The Department of Education Framework and a combination of 
curriculum models including Tyler's Rationale, The Health Belief Model, and 
The PRECEDE Framework are currently being used. A more careful 
examination of these models may provide health educators with helpful tips in 
developing and implementing appropriate health curricula. There seems to be 
a need for teachers to take a more active role in curriculum development and 
implementation because of the critical role teachers play in the success of health 
education curriculum. Most importantly, teachers' perceptions of which health 
strands are most important and at what grade levels they should be emphasized 
may be helpful in organizing health curriculum. 
Recommendations 
Based on this study, further investigation is needed concerning 
organizational aspects and teachers' attitudes toward the eleven health strands 
at the secondary level. To begin with, in order to identify organizational aspects 
better, further study with the larger school districts is needed. Second, further 
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investigation which studies teachers' roles in health curricula development 
and especially implementation along with teachers' perceived roles is 
recommended. Third, a study constructed to examine the relationships 
between teachers' self-confidence toward teaching in general and their attitudes 
toward teaching specific health strands is needed. Such a study would examine 
the factors that influence such attitudes. Fourth, a study is needed to examine 
the impact of teachers' attitudes toward the health strands on students' 
attitudes and health behavior. Finally, a study is needed which determines 
how teachers, administrators, and curricula developers can work together to 
develop a more effective way of implementing health curricula to 
appropriately meet the needs of students in grades nine through twelve. 
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APPENDIX A 
USE OF HUMAN SUBJECTS IN RESEARCH 
INFORMATION ON THE USE OF HUMAN SUBJECTS IN RESEARCH 
IOWA 5TATE UNIVERSITY 
(Please follow the accompanying I 115 Motions for completing this form.) 
Title of project (please type): Implemeneacion of Mandated Hpali-h Conront-, 
in Secondarv__SçlLQpl5_ 
I agree to provide the proper surveillance of this project to Insure that the rights 
and welfare of the human subjects are properly protected. Additions to or changes 
In procedures affecting the subjects after the project has been approved will be 
submitted to the committee for review. ^ 
Brenda L. McCoy cA • "picâ^^ 
Typed Named of Principal investigator Date Signature of Principal inv^tigator 
219A MacKav Ha 11 296-6646 
Campus Address Campus Telephone 
Signatures of others (if any) Date Relationship to Principal Investigator 
Major Professor 
© ATTACH an additional page(s) (A) describing your proposed research and (B) the subjects to be used, (C) indicating any risks or discomforts C6 the sublects. and 
(D) covering any topics checked below. CHECK all boxes applicable. 
n Medical clearance necessary before subjects can participate 
n Samples (blood, tissue, etc.) from subjects 
n Administration of substances (foods, drugs, etc.) to subjects 
m Physical exercise or conditioning for subjects 
r~i Deception of subjects 
m Subjects under 14 years of age and(or) Q Subjects 14-17 years of age 
I I Subjects In Institutions 
n Research must be approved by another institution or agency 
©ATTACH an example of the material to be used to obtain Informed consent and CHECK which type will be used. 
n Signed Informed consent will be obtained. 
Fx] Modified Informed consent will be obtained. (Please see sample of postcard 
©for modified informed consent.) Day Year Anticipated date on which subjects will be first contacted: 3 10 90 
Anticipated date for last contact with subjects: 6 01 90 
If Applicable: Anticipated date on which audio or visual tapes will be erased and(or)  
Identifiers will be removed from completed survey Instruments: g 
Month Day Year 
8.) Signature of Head or Chairperson Date Department or Administrative Unit 
^ 12/18/89 Family & Consumer ScienPAs "fAfJ-T---. 
ir§y OecTsfon'of theOnTversTtyCommrttee'onthe'Ose of Human Subjects Tn Research: 
25^ Project Approved Q Project not apprwed Q No action required 
/qtorqe G. Karas 
Name of Committee Chairperson Date SIRature ®f committee Chairperson 
© 
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APPENDIX B 
PANEL OF EXPERTS 
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Panel of Experts 
A panel of experts in health education and/or research design and evaluation 
at Iowa State University were involved in evaluating the research instrument. 
This panel of experts consisted of: 
Dr. Cheryl Hausafus, 
Assistant Professor in Family and Consumer Sciences Education 
Charles M. Cychosz, 
Coordinator of Alcohol and Drug Abuse Education 
Dr. Dalen Duitsman, 
Assistant Professor in Health Studies 
Dr. Anton J. Netusil, 
Professor in Professional Studies (Education) 
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APPENDIX C 
POSTCARD QUESTIONNAIRE TO SUPERINTENDENTS 
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Department of Family & Consumer Sciences Education 
lowa State University 
The School StandardsAct of 1988 requires implementation of one unit of health for 
grades nine through twelve composed of eleven health strands. Because this unit of 
health has been mandated to address the need for health education, we are interested in 
how school districts have incorporated the eleven health strands into their curricula. Wo 
are particularly interested in how health units were developed and implemented. The 
information we are seeking will be pooled with that from other school districts. There 
will be no report based on individual school districts, as such. We are aware that as a 
Superintendent your time is very valuable. Hopefully, you can take five minutes to 
complete the questions on the attached postage-paid postcard and return it by April 14, 
1990. If you are unable to complete this form please forward it to the appropriate 
person(s) such as a principal, health coordinator, or curriculum coordinator. Please 
fold the flap with your name on it inside the business flap and seal it with tape. 
1. Does your school district offer a unit of health in grades nine through twelve? 
Yes No 
2. If the answer to number one is yes, then does your unit of health include all of the eleven 
health strands listed below? Yes No 
3. If the answer to number two is yes go to number four. If no, please check the health strands 
which are included? 
a. Personal Health Yes No g. Human Growth and Yes No 
Thank you for your cooperation and prompt reply! 
Rosalie J. Amos 
Associate Professor 
Brenda L. McCoy 
Graduate Student 
Development 
b. Food and Nutrition Yes No. h. Substance Abuse and 
Nonuse 
Yes No 
c. Environmental Health Yes No i. Emotional and Social 
Health 
Yes No 
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d. Safety and Survival Yes No j. Health Resources Yes No 
e. Consumer Health Yes No k. Prevention and Control Yes No 
of Disease 
f. Family Life Yes No 
4. Which teachers are responsible for teaching the health units? 
Health Home Economics Physical Education Science Social Studies 
Other (Specify) 
5. What is the total number of teachers teaching health in your school district? 
6. PLEASE provide names of those teaching health: 
name/school 
name/school 
name/school 
name/school 
name/school 
name/school 
7. Is your health unit a required course for students? Yes No 
8. I have completed the postcard as requested, which also serves as my approval for my school 
district to participate in a study on implementation of health curricula. Yes No 
Signature. Code. 
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APPENDIX D 
HEALTH EDUCATION SURVEY 
(THREE EQUIVALENT FORMATS) 
122 
>-.•  ^ •> 
Health Education Survey 
ji Department of Family and 
Consumer Sciences Education 
Iowa State University 
Ames, Iowa 
fis/ 
FORMAT A 
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Health Education Survey 
Part 1. Directions: 
1. Gender: 
Female 
Male 
4. 
5. 
6. 
7. 
8. 
Please Answer the following questions about yourself by marking or 
filling in the appropriate blank. 
Your age: 
<30 years 
48-53 years 
. 30-35 years 
. 48-59 years 
Race: 
.White 
. African-American 
. Hispanic 
Highest degree earned:, 
Number of years teaching:, 
. 36-41 years 
. 60-65 years 
. 42-47 years 
. >65 years 
American Asian 
Native American Indian 
Other, specify: 
Name of school district where you teach: 
How long have you been teaching in this school district: _ 
List courses you teach and grade level(s) for each course. 
Years 
9. Have you taken formal classes in health education? 
Yes 
No 
10. If yes to question 9, how many formal classes in health education have you taken? 
11. What is the total number of credits you received for these classes in health education? 
Please continue on back 
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12. What health education classes did you take? 
13. Where did you take these formal classes in health education? 
14. Are you certified by the State of Iowa to teach health education? 
Yes 
No 
15. If yes to question 14, what date were you certified? . 
16. (a) Which of the eleven health strands/topics do you teach? Check all that apply. 
Write the name of the course(s) where the concept is being taught by you. 
(b) Which of the eleven strands/topics are taught by other secondary teachers in 
your school? Check all that apply. Write the name of the coursers) where the 
concept is beging taught by other secondary teachers in your school. 
I Teach Coursefs) Others Teach Coursais) 
Personal Health 
Food and Nutrition 
Environmental Health 
Safety and Survival Skills 
Consumer Health 
Family Life 
Human Development and Growth 
Substance Abuse and Nonuse 
Emotional and Social Health 
Health Resources 
Prevention and Control of Disease 
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Part II. Directions: For this section rate the degree of importance in your view of each 
health concept for students at each grade level. Record a number 
from 1 to 4 by using the following scale. 
Not Important Fairly Important Important Very Important 
1 2  3  4  
Grade Levels 
lOtil 11th 12th. 
Example: Geography 3 3 3 4 
Grade Levels 
9th loth nth 12th 
Personal Health 
Food and Nutrtion 
Environmental Health 
Safety and Survival Skills 
Consumer Health 
Family Life 
Human Growth and Development 
Substance Abuse and Nonuse 
Emotional and Social Health 
Health Resources 
Prevention and Control of Disease 
Please continue on back 
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Part III. Directions: Using tine six-point Likert-type Scale below circle the number by each 
statement that describes your feelings about each health concept tor 9-12 grade students. 
Completely Mostly 
Agree Agree 
Slightly Slightly Mostly Completely 
Agree Disagree Disagree Disagree 
Example: Geography (Concept) 
1. is useful. 1 
Personal Health 
1. is a controversial topic. 
2. is easy to teach. 
3. should not be taught in school. 
4. is interesting. 
5. is unimportant. 
6. is boring. 
7. requires less time to teach. 
8. concepts can be taught by any teacher. 
9. is a desirable topic to teach. 
10. should be taught in the family. 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
Food and Nutrition 
1. should be taught in the family. 1 2 3 4 5 6 
2. is boring. 1 2 3 4 5 6 
3. should not be taught in school. 1 2 3 4 5 6 
4. is interesting. 1 2 3 4 5 6 
5. is unimportant. 1 2 3 4 5 6 
6. is easy to teach. 1 2 3 4 5 6 
7. requires less time to teach. 1 2 3 4 5 6 
8. concepts can be taught by any teacher. 1 2 3 4 5 6 
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Completely 
Agree 
Mostly 
Agree 
Slightly 
Agree 
Slightly 
Disagree 
Sfostly 
Disagree 
Complci 
Disdgr 
9. is a desirable topic to teach. 1 2 3 4 5 h 
10. is a controversial topic. 
Environmental 
1 
Health 
2 3 4 5 6 
I. is a controversial topic. 1 2 3 4 5 6 
2. is easy to teach. 1 2 3 4 5 6 
3. should not be taught in school. 1 2 3 4 5 6 
4. is interesting. 1 2 3 4 5 6 
5. is unimportant. I 2 3 4 5 6 
6. is boring. 1 2 3 4 5 6 
7. requires less time to teach. 1 2 3 4 5 6 
8. concepts can be taught by any teacher. 1 2 3 4 • 5 6 
9. is a desirable topic to teach. 1 2 3 4 5 6 
10. should be taught in the family. 1 2 3 4 5 6 
Safety and Survival Skills 
1. should be taught in the family. 1 2 3 4 5 6 
2. is boring. 1 2 3 4 5 6 
3. should not be taught in school. 1 2 3 4 5 6 
4. is interesting. 1 2 3 4 5 6 
5. is unimportant. 1 2 3 4 5 6 
6. is easy to teach. 1 2 3 4 5 6 
7. requires less time to teach. 1 2 3 4 5 6 
8. concepts can be taught by any teacher. 1 2 3 4 5 6 
9. is a desirable topic to teach. 1 2 3 4 5 6 
10. is a controversial topic. 1 2 3 4 5 6 
Consumer Health 
1. is a controversial topic. 1 2 3 4 5 6 
2. is easy to teach. 1 2 3 4 5 6 
3. should not be taught in school. 1 2 3 4 5 6 
Please continue on back 
128 
Completely 
Agree 
Mostly 
Agree 
Slightly 
Agree 
Slightly 
Dis^rce 
Mostly Completely 
Di >4gree 
4. is interesting. 1 2 3 4 5 6 
5. is unimportant. 1 2 3 4 5 6 
6. is boring. 1 2 3 4 5 h 
7. requires less time to teach. 1 2 3 4 5 6 
8. concepts can be taught by any teacher. 1 2 3 4 5 6 
9. is a desirable topic to teach. 1 2 3 4 5 6 
10. should be taught in the family. 1 2 3 4 5 A 
Family Life 
1. should be taught in the family. 1 2 3 4 5 6 
2. is boring. 1 2 3 4 5 6 
3. should not be taught in school. 1 2 3 4 5 6 
4. is interesting. 1 2 3 4 5 6 
5. is unimportant. 1 2 3 4 5 6 
6. is easy to teach. 1 2 3 4 5 6 
7. requires less time to teach. 1 2 3 4 5 6 
8. concepts can be taught by any teacher. 1 2 3 4 5 6 
9. is a desirable topic to teach. 1 2 3 4 5 6 
10. is a controversial topic. 1 2 3 4 5 6 
Human Growth and Development 
1. is a controversial topic. 1 2 3 4 5 6 
2. is easy to teach. 1 2 3 4 5 6 
3. should not be taught in school. 1 2 3 4 5 6 
4. is interesting. 1 2 3 4 5 6 
5. is unimportant. 1 2 3 4 5 6 
6. is boring. 1 2 3 4 5 6 
7. requires less time to teach. 1 2 3 4 5 6 
8. concepts can be taught by any teacher. I 2 3 4 5 6 
9. is a desirable topic to teach. 1 2 3 4 5 6 
10. should be taught in the family. 1 2 3 4 5 6 
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Completely Mo5tJy 
A^tree Agree 
Slightly 
Agree 
Slightly 
[hwgree 
Vtosily 
Oisd^ree 
Compie 
Diwxr 
Substance Abuse and Nonuse • 
I. should be taught in the family. 1 2 3 4 5 6 
2. is boring. 1 2 3 4 5 6 
3. should not be taught in school. 1 2 3 4 5 6 
4. is interesting. 1 2 3 4 5 6 
5. is unimportant. 1 2 3 4 5 6 
6. is easy to teach. 1 2 3 4 5 6 
7. requires less time to teach. 1 2 3 4 5 6 
8. concepts can be taught by any teacher. 1 2 3 4 5 6 
9. is a desirable topic to teach. 1 2 3 4 5 6 
10. is a controversial topic. 1 2 3 4 5 6 
Emotional and Social Health 
1. is a controversial topic. 1 2 3 4 5 6 
2. is easy to teach. I 2 3 4 5 6 
3. should not be taught in school. 1 2 3 4 5 6 
4. is interesting. I 2 3 4 5 6 
5. is unimportant. 1 2 3 4 5 6 
6. is boring. 1 2 3 4 5 6 
7. requires less time to teach. 1 2 3 4 5 6 
8. concepts can be taught by any teacher. 1 2 3 4 5 6 
9. is a desirable topic to teach. 1 2 3 4 5 6 
10. should be taught in the family. 1 2 3 4 5 6 
Health Resources 
1. should be taught in the family. 1 2 3 4 5 6 
2. is boring. 1 2 3 4 5 6 
3. should not be taught in school. 1 2 3 4 5 6 
4. is interesting. 1 2 3 4 5 6 
5. is unimportant. 1 2 3 4 5 6 
Please continue on back 
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6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
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is easy to teach. 
requires less time to teach. 
concepts can be taught by any teacher. 
is a desirable topic to teach. 
is a controversial topic. 
Completely Moitly Slightly Slightly 
Agree Agree Agree Ditjgree 
12 3 4 
12 3 4 
12 3 4 
12 3 4 
12 3 4 
Prevention and Control of Disease 
is a controversial topic. 
is easy to teach. 
should not be taught in school, 
is interesting. 
is unimportant. 
is boring. 
requires less time to teach. 
concepts can be taught by any teacher, 
is a desirable topic to teach. 
should be taught in the family. 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
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Part rV. Health Curriculum Models 
Directions: Indicate which of these curriculum models you have used in planning your 
current health course by marking an X in the blank in front of the curriculum 
model. Mark only one. 
1. The Tyler rationale (a goal attainment model which focuses on the nature and 
needs of the learner, the needs of the community, and the body of knowledge.) 
2. The health belief model (a goal-oriented model, the goal being health with a 
framework of prevention.) 
3. The PRECEDE framework (a problem-oriented model with seven phases and the 
first step is to identify the desired outcome and then work backwards to find 
what has to precede it.) 
4. Department of Education Framework 
5. A combination of the above curriculum models. Please circle the combination 
used: 
1&2 or 1&3 or 1&4 or 2&3 or 2&4 or 3&4 or 1&2&3&4 
6. Other (Please specify) 
7. No specific model. 
Indicate your preference for a curriculum model for planning health courses by marking 
an X in the blank in front of the curriculum model. Mark only one. 
1. The Tyler rationale 
2. The health belief model 
3. The PRECEDE framework 
4. Department of Education Framework 
5. A combination of the above curriculum models. Please circle the combination 
used: 
1&2 or 1&3 or 1&4 or 2&3 or 2&4 or 3&4 or 1&2&3&4 
6. Otiier (Please specify) 
7. No specific model. 
Please continue on back 
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In, general how do you feel about using a specific curriculum model for planning health 
courses? 
In, your opinion does using a curriculum model help in teaching health courses? 
What are some good points about the health curriculum in your school? 
What should be done in order to improve the health curriculum in your school? 
Has the health curriculum for the eleven mandated health strands/topics in your school 
been fully implemented? If not, what needs to be done? 
What has been your role in implementing and developing the eleven mandated health 
concepts into the health curriculum? 
Of the eleven mandated health strands/topics listed pleast rank the most to least important 
health strand/topic (1 = most important through 11 = least important): 
Personal Health 
Food and Nutrition 
Environmental Health 
Safety and Survival Skills 
Consumer Health 
Family Life 
Human Development and Growth 
Substance Abuse and Nonuse 
Emotional and Sodal Healtti 
Healtfi Resources 
Prevention and Control of Disease 
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In, your opinion what is the biggest barrier to getting young people to understand health 
education? 
Who should contribute to the development and implementation of the eleven mandated 
health concepts in health curriculum? Check all that apply 
_ 1. Superintendent of School District 
2. Goverrunent 
_ 3. General Public 
_ 4. Teachers 
_ 5. Students 
_ 6. Parents 
_ 7. School Board 
8. Other (Please specifv) 
If you believe some contributors are more influential than otiiers, prioritize who you think 
is the first, second, and third most influential in deciding how the eleven mandated health 
concepts should be developed and implemented. Of Ae numbers 1-8 listed in the previous 
quesiton choose three numbers and place them in the blanks in front of each statement. 
First Most Influential 
Second Most Influential 
Third Most Influential 
Please check that you have responded to all questions. 
Thank You For Taking Time To Answer This Prepaid Postage Survey. 
Please tape ttiis survey closed and place it in the mail. 
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Health Education Survey 
Part 1. Directions: 
1. Gender; 
Female 
Male 
Your age: 
<30 years 30-35 years 
48-53 years 48-59 years 
Race: 
White 
African-American 
Hispanic 
Highest degree earned: 4. 
5. 
6. 
7. 
8. 
Please Answer the following questions about yourself by marking or 
filling in the appropriate blank. 
Number of years teaching:. 
36-41 years 42-47 years 
60-65 years >65 years 
. American Asian 
. Native American Indian 
. Other, specify; 
Name of school district where you teach: 
How long have you been teaching in this school district: Years 
List courses you teach and grade level(s) for each course. 
9. Have you taken formal classes in health education? 
Yes 
No 
10. If yes to question 9, how many formal classes in health education have you taken? 
11. What is the total number of credits you received for these classes in health education? 
Please continue on back 
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12. What health education classes did you take? 
13. Where did you take these formal classes in health education? 
14. Are you certified by the State of Iowa to teach health education? 
Yes 
No 
15. If yes to question 14, what date were you certified? . 
16. (a) Which of the eleven health strands/topics do you teach? Check all that apply. 
Write the name of the course(s) where the concept is being taught by you. 
(b) Which of the eleven strands/topics are taught by other secondary teachers in 
your school? Check all that apply. Write the name of the course(s) where the 
concept is beging taught by other secondary teachers in your school. 
I Teach Course(8> Others Teach Course(s) 
Personal Health 
Food and Nutrition 
Environmental Health 
Safety and Survival Skills 
Consumer Health 
Family Life 
Human Development and Growth 
Substance Abuse and Nonuse 
Emotional and Social Health 
Health Resources 
Prevention and Control of Disease 
Part II. Directions: 
Not Important 
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For this section rate the degree of importance in your view of each 
health concept for students at each grade level. Record a number 
from 1 to 4 by using the following scale. 
Fairly Important Important Very Important 
Example: Geography 
Grade Levels 
96 i(A nth i2± 
3 3 3 4 
9th 
Grade Levels 
loth nth 12til 
Personal Health 
Food and Nutrtion 
Environmental Health 
Safety and Survival Skills 
Consumer Health 
Family Life 
Human Growth and Development 
Substance Abuse and Nonuse 
Emotional and Social Healtii 
Health Resources 
Prevention and Control of Disease 
Please continue on back 
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Part III. Directions: Using the six-point Likert-type Scale below circle the number by each 
statement that describes your feelings about each health concept for 9-12 grade students. 
Completely Mostly Slightly 
Agree Agree Agree 
Slightly Mostly Completely 
Disagree Disagree Disagree 
Example: Geography (Concept) 
1. is useful. I 
Safety and Survival Skills 
1. is a controversial topic. 
2. is easy to teach. 
3. should not be taught in school. 
4. is interesting. 
5. is unimportant. 
6. is boring. 
7. requires less time to teach., 
8. concepts can be taught by any teacher. 
9. is a desirable topic to teach. 
10. should be taught in the family. 
Consumer Heal 
1. should be taught in the family. 
2. is boring. 
3. should not be taught in school. 
4. is interesting. 
5. is unimportant. 
6. is easy to teach. 
7. requires less time to teach. 
8. concepts can be taught by any teacher. 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4. 
4 
4 
4 
4 
4 
4 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
9. is a desirable topic to teach. 
10. is a controversial topic. 
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Completely Moftly Slightly Sll^ly Mostly 
Agree Agree Agree Dtvigree Disagree 
1 2 3 - 4 5 
1 2 3 4 5 
6 
6 
Family Life 
1. is a controversial topic. 1 2 3 4 5 6 
2. is easy to teach. 1 2 3 4 5 6 
3. should not be taught in school. 1 2 3 4 5 6 
4. is interesting. 1 2 3 4 5 6 
5. is unimportant. 1 2 3 4 5 6 
6. is boring. 1 2 3 4 5 6 
7. requires less time to teach. 1 2 3 4 5 6 
8. concepts can be taught by any teacher. 1 2 3 4 5 6 
9. is a desirable topic to teach. 1 2 3 4 5 6 
10. should be taught in the family. 1 2 3 4 5 6 
Human Growth and Development 
1. should be taught in the family. 
2. is boring. 
3. should not be taught in school. 
4. is interesting. 
5. is unimportant. 
6. is easy to teach. 
7. requires less time to teach. 
8. concepts can be taught by any teacher. 
9. is a desirable topic to teach. 
10. is a controversial topic. 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
Substance Abuse and Nonuse 
1. is a controversial topic. 1 2 3 4 5 6 
2. is easy to teach. 1 2 3 4 5 6 
3. should not be taught in school. 1 2 3 4 5 6 
Please continue on back 
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1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
Il 
1. 
2. 
3. 
4, 
5, 
6 
7 
8 
9 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
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Completely Mostly Slightly Slightly 
Agre# Agree Agree Disagree 
is interesting. 
is unimportant. 
is boring. 
requires less time to teach. 
concepts can be taught by any teacher, 
is a desirable topic to teach. 
should be taught in the family. 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
Emotional and Social 
should be taught in the family. 
is boring. 
should not be taught in school. 
is interesting. 
is unimportant. 
is easy to teach. 
requires less time to teach. 
concepts can be taught by any teacher. 
is a desirable topic to teach. 
is a controversial topic. 
Health 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
Health Resources 
is a controversial topic. 
is easy to teach. 
should not be taught in school, 
is interesting. 
is unimportant. 
is boring. 
requires less time to teach. 
concepts can be taught by any teacher, 
is a desirable topic to teach. 
should be taught in the family. 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
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Cotnpltttly Mostly Slightly SlighUy Motlly Completely 
Afitm Agree Agree PIsjgTeg Diugree CMwgree 
Prevention and Control of Disease 
1. should be taught in the family. 1 2 3 4 5 6 
2. is boring. 1 2 3 4 5 6 
3. should not be taught in school. 1 2 3 4 5 6 
4. is interesting. 1 2 3 4 5 6 
5. is unimportant. 1 2 3 4 5 6 
6. is easy to teach. 1 2 3 4 5 6 
7. requires less time to teach. 1 2 3 4 5 6 
8. concepts can be taught by any teacher. 1 2 3 4 5 6 
9. is a desirable topic to teach. 1 2 3 4 5 6 
10. is a controversial topic. 1 2 3 4 5 6 
Personal Health 
1 is a controversial topic. 
2. is easy to teach. 
3. should not be taught in school. 
4. is interesting. 
5. is unimportant. 
6. is boring. 
7. requires less time to teach. 
8. concepts can be taught by any teacher. 
9. is a desirable topic to teach. 
10. should be taught in the family. 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
Food and Nutrition 
1. should be taiight in the family. 
2. is boring. 
3. should not be taught in school. 
4. is interesting. 
5. is unimportant. 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
5 
5 
5 
5 
5 
6 
6 
6 
6 
6 
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Convlettly Moîtly Slightly Slightly Mo«ly Complertly 
.Ayte Agree Agree Disjgree Dt^jgree Divagiee 
6. is easy to teach. 
7. requires less time to teach. 
8. concepts can be taught by any teacher. 
9. is a cJesirable topic to teach. 
10. is a controversial topic. 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
5 
5 
5 
5 
5 
6 
6 
6 
6 
6 
Environmental Health 
1. is a controversial topic. 
2. is easy to teach. 
3. should not be taught in school. 
4. is interesting. 
5. is unimportant. 
6. is boring. 
7. requires less time to teach. 
8. concepts can be taught by any teacher. 
9. is a desirable topic to teach. 
10. should be taught in the family. 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
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Part rV. Health Curriculum Models 
Directions: Indicate which of these curriculum models you have used in planning your 
current health course by marking an X in the blank in front of the curriculum 
model. Mark only one. 
1. The Tyler rationale (a goal attainment model which focuses on the nature and 
needs of the learner, the needs of the community, and the body of knowledge.) 
2. The health belief model (a goal-oriented model, the goal being health with a 
framework of prevention.) 
3. The PRECEDE framework (a problem-oriented model with seven phases and the 
first step is to identify the desired outcome and then work backwards to find 
what has to precede it.) 
4. Department of Education Framework 
5. A combination of the above curriculum models. Please circle the combination 
used: 
1&2 or 1&3 or 1&4 or 2&3 or 2&4 or 3&4 or 1&2&3&4 
6. Other (Please specify) 
7. No specific model. 
Indicate your preference for a curriculum model for planning health courses by marking 
an X in the blank in front of the curriculum model Mark only one. 
1. The Tyler rationale 
2. The health belief model 
3. The PRECEDE framework 
4. Department of Education Framework 
5. A combination of the above curriculum models. Please circle the combination 
used: 
1&2 or 1&3 or 1&4 or 2&3 or 2&4 or 3&4 or 1&2&3&4 
6. Other (Please specify) 
7. No specific model. 
Please continue on back 
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In, general how do you feel about using a specific curriculum model for planning health 
courses? 
In, your opinion does using a curriculum model help in teaching health courses? 
What are some good points about the health curriculum in your school? 
What should be done in order to improve the health curriculum in your school? 
Has the health curriculum for tiie eleven mandated health strands/topics in your school 
been fully implemented? If not, what needs to be done? 
What has been your role in implementing and developing the eleven mandated health 
concepts into the health curriculum? 
Of the eleven mandated health strands/topics listed pleast rank the most to least important 
health strand/topic (1 = most important through 11 = least important): 
Personal Health 
Food and Nutrition 
Environmental Health 
Safety and Survival Skills 
Consumer Health 
Family Life 
Human Development and Growth 
Substance Abuse and Nonuse 
Emotional and Social Health 
Health Resources 
Prevention and Control of Disease 
In, your opinion what is the biggest barrier to getting young people to understand health 
education? 
Who should contribute to the development and implementation of the eleven mandated 
health concepts in health curriculum? Check all that apply 
1. Superintendent of School District 
2. Government 
3. General Public 
4. Teachers 
5. Students 
6. Parents 
7. School Board 
8. Other (Please specify) 
If you believe some contributors are more influential tiian others, prioritize who you think 
is the first, second, and third most influential in deciding how the eleven mandated health 
concepts should be developed and implemented. Of the numbers 1-8 listed in the previous 
quesiton choose Aree numbers and place them in the blanks in front of each statement 
First Most Influential 
Second Most Influential 
Third Most Influential 
Please check that you have responded to all questions. 
Thank You For Taking Time To Answer This Prepaid Postage Survey. 
Please tape this survey closed and place it in tfie mail. 
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Health Education Survey 
Part 1. Directions: 
4. 
5. 
6. 
7. 
8. 
Please Answer the following questions about yourself by marking or 
filling in the appropriate blank. 
1. Gender: 
Female 
Male 
2. Your age: 
<30 years 
48-53 years 
. 30-35 years 
. 48-59 years 
3. Race: 
, White 
. African-American 
, Hispanic 
Highest degree earned:. 
Number of years teaching:. 
36-41 years 
60-65 years 
. 42-47 years 
. >65 years 
. American Asian 
. Native American Indian 
. Other, specify: 
Name of school district where you teach: 
How long have you been teaching in this school district: Years 
List courses you teach and grade level(s) for each course. 
9. Have you taken formal classes in health education? 
Yes 
No 
10. If yes to question 9, how many formal classes in health education have you taken? 
11. What is the total number of credits you received for these classes in health education? 
Please continue on back 
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12. What health education classes did you take? 
13. Where did you take these formal classes in health education? 
14. Are you certified by the State of Iowa to teach health education? 
Yes 
No 
15. If yes to question 14, what date were you certified? . 
16. (a) Which of the eleven health strands/topics do you teach? Check all that apply. 
Write the name of the course(s) where the concept is being taught by you. 
(b) Which of the eleven strands/topics are taught by other secondary teachers in 
your school? Check all that apply. Write the name of the course(s) where the 
concept is beging taught by other secondary teachers in your school 
I Teach Courseis) Others Teach Course(s) 
Personal Health 
Food and Nutrition " 
Environmental Health 
Safety and Survival Skills 
Consumer Health 
Family Life 
Human Development and Growth 
Substance Abuse and Nonuse 
Emotional and Social Health 
Health Resources 
Prevention and Control of Disease 
Part IL Directions: 
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For this section rate the degree of importance in your view of each 
health concept for students at each grade level. Record a number 
from 1 to 4 by using the following scale. 
Not Important Fairly Important Important Very Important 
Grade Levels 
# iiA i2(h 
Example: Geography 3 3 3 4 
Grade Levels 
9th loth nth i2tii 
Personal Health 
Food and Nutrtion 
Environmental Health 
Safety and Survival Skills 
Consumer HealA 
Family Life 
Human Growth and Development 
Substance Abuse and Nonuse 
Emotional and Social HealA 
Health Resources 
Prevention and Control of Disease 
Please continue on back 
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Part III. Directions: Using the six-point Likert-type Scale below circle the number by each 
statement that describes your feelings about each health concept for 9-12 grade students. 
Completely Mostly 
Agree Agree 
Slightly Slightly Mostly Completely 
Agree Disagree Disagree Disagree 
Example: Geography (Concept) 
1. is useful. 1 
1. is a controversial topic. 
2. is easy to teach. 
3. should not be taught in school. 
4. is interesting. 
5. is unimportant. 
6. is boring. 
7. requires less time to teach. 
8. concepts can be taught by any teacher. 
9. is a desirable topic to teach. 
10. should be taught in the family. 
Substance Abuse and Nonuse 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
Emotional and Social 
1. should be taught in the family. 
2. is boring. 
3. should not be taught in school. 
4. is interesting. 
5. is unimportant. 
6. is easy to teach. 
7. requires less time to teach. 
8. concepts can be taught by any teacher. 
Health 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
5 
5 
5 
5 
5 
5 
5 
5 
6 
6 
6 
6 
6 
6 
6 
6 
9 
II 
1, 
2, 
3. 
4, 
5. 
6. 
7. 
8. 
9. 
1( 
1. 
2. 
3, 
4. 
5. 
6. 
7. 
8. 
9, 
1( 
1, 
2 
3 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
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Completely Mostly Slightly Slightly 
Agitg Agree Agree PlMgree 
is a desirable topic to teach. 1 2 3 4 
is a controversial topic. 1 2 3 4 
Health Resources 
is a controversial topic. 1 2 3 4 
is easy to teach. 1 2 3 4 
should not be taught in school. 1 2 3 4 
is interesting. 1 2 3 4 
is unimportant. 1 2 3 4 
is boring. 1 2 3 4 
requires less time to teach. 1 2 3 4 
concepts can be taught by any teacher. 1 2 3 4 
is a desirable topic to teach. 1 2 3 4 
should be taught in the family. 1 2 3 4 
Prevention and Control of Disease 
should be taught in the family. 1 2 . 3 4 
is boring. 1 2 3 4 
should not be taught in school. 1 2 3 4 
is interesting. 1 2 3 4 
is unimportant. 1 2 3 4 
is easy to teach. 1 2 3 4 
requires less time to teach. 1 2 3 4 
concepts can be taught by any teacher. 1 2 3 4 
is a desirable topic to teach. 1 2 3 4 
is a controversial topic. 1 2 3 4 
Personal Health 
is a controversial topic. 12 3 4 
is easy to teach. 12 3 4 
should not be taught in school. 12 3 4 
Please continue on back 
152 
4. is interesting. 
5. is unimportant. 
6. is boring. 
7. requires less time to teach. 
8. concepts can be taught by any teacher. 
9. is a desirable topic to teach. 
10. should be taught in the family. 
Complexly Mostly Slightly Slightly Moilly Completely 
Agra» Agree Agree PlMgre» PIvyM Dls^ee 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
5 
5 
5 
5 
5 
5 
5 
6 
6 
6 
6 
6 
6 
6 
Food and Nutrition 
1. should be taught in the family. 
2. is boring. 
3. should not be taught in school. 
4. is interesting. 
5. is unimportant. 
6. is easy to teach. 
7. requires less time to teach. 
8. concepts can be taught by any teacher. 
9. is a desirable topic to teach. 
10. is a controversial topic. 
Environmental He 
1. is a controversial topic. 
2. is easy to teach. 
3. should not be taught in school. 
4. is interesting. 
5. is unimportant. 
6. is boring. 
7. requires less time to teach. 
8. concepts can be taught by any teacher. 
9. is a desirable topic to teach. 
10. should be taught in the family. 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
1th 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
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Completely MoJlly Slightly Slightly Moiily Completely 
Agree Agree Ayee Dtuigtee Dtwyee Dtugree 
Safety and Survival Skills 
1. should be taught in the family. 1 2 3 4 5 6 
2. is boring. 1 2 3 4 5 6 
3. should not be taught in school. 1 2 3 4 5 6 
4. is interesting. I 2 3 4 5 6 
5. is unimportant. 1 2 3 4 5 6 
6. is easy to teach. 1 2 3 4 5 6 
7. requires less time to teach. 1 2 3 4 5 6 
8. concepts can be taught by any teacher. 1 2 3 4 5 6 
9. is a desirable topic to teach. 1 2 3 4 5 6 
10. is a controversial topic. 1 2 3 4 5 6 
Consumer Health 
1. is a controversial topic. 1 2 3 4 5 6 
2. is easy to teach. 1 2 3 4 5 6 
3. should not be taught in school. 1 2 3 4 5 6 
4. is interesting. 1 2 3 4 5 6 
5. is unimportant. 1 2 3 4 5 6 
6. is boring. 1 2 3 4 5 6 
7. requires less time to teach. 1 2 3 4 5 6 
8. concepts can be taught by any teacher. 1 2 3 4 5 6 
9. is a desirable topic to teach. 1 2 3 4 5 6 
10. should be taught in the family. 1 2 3 4 5 6 
Family Life 
1. should be taught in the family. 
2. is boring. 
3. should not be taught in school. 
4. is interesting. 
5. is unimportant. 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
5 
5 
5 
5 
5 
6 
6 
6 
6 
6 
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6. is easy to teach. 
7. requires less time to teach. 
8. concepts can be taught by any teacher. 
9. is a desirable topic to teach. 
10. is a controversial topic. 
ComplMtly MoMljr Slightly Slightly MoiUy Compietiiy 
AgtM Agrw Agit» Dlugret Dtsjgrw Oit^ee 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
5 
5 
5 
5 
5 
6 
6 
6 
6 
6 
Human Growth and Development 
1. is a controversial topic. 1 2 3 4 5 6 
2. is easy to teach. 1 2 3 4 5 6 
3. should not be taught in school. 1 2 3 4 5 6 
4. is interesting. 1 2 3 4 5 6 
5. is unimportant. 1 2 3 4 5 6 
6. is boring. 1 2 3 4 5 6 
7. requires less time to teach. 1 2 3 4 5 6 
8. concepts can be taught by any teacher. 1 2 3 4 5 6 
9. is a desirable topic to teach. 1 2 3 4 5 6 
10. should be taught in the family. 1 2 3 4 5 6 
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Part rV. Health Curriculum Models 
Directions: Indicate which of these curriculum models you have used in planning your 
current health course by marking an X in the blank in front of the curriculum 
model. Mark only one. 
1. The Tyler rationale (a goal attainment model which focuses on the nature and 
needs of the learner, the needs of the community, and the body of knowledge.) 
2. The health belief model (a goal-oriented model, the goal being health with a 
framework of prevention.) 
3. The PRECEDE framework (a problem-oriented model with seven phases and the 
first step is to identify the desired outcome and then work backwards to find 
what has to precede it.) 
4. Department of Education Framework 
5. A combination of the above curriculum models. Please circle the combination 
used: 
1&2 or 1&3 or 1&4 or 2&3 or 2&4 or 3&4 or 1&2&3&4 
6. Other (Please specify) 
7. No specific model. 
Indicate your preference for a curriculum model for planning health courses by marking 
an X in the blank in front of the curriculum modeL Mark only one. 
1. The Tyler rationale 
2. The health belief model 
3. The PRECEDE framework 
4. Department of Education Framework 
5. A combination of the above curriculum models. Please circle the combination 
used: 
1&2 or 1&3 or 1&4 or 2&3 or 2&4 or 3&4 or 1&2&3&4 
6. Otfier (Please specify) 
7. No specific model. 
Please continue on back 
In, general how do you feel about using a sp^ific curriculum model for planning health 
courses? 
In, your opinion does using a curriculum model help in teaching health courses? 
What are some good points about the health curriculum in your school? 
What should be done in order to improve the health curriculum in your school? 
Has the health curriculum for the eleven mandated heal* strands/topics in your school 
been fully implemented? If not, what needs to be done? 
What has been your role in implementing and developing the eleven mandated health 
concepts into the health curriculum? 
Of the eleven mandated health strands/topics listed pleast rank the most to least important 
health strand/topic (1 = most important through 11 = least important): 
Personal Healtii 
Food and Nutrition 
Environmental Health 
Safety and Survival Skills 
Consumer Health 
Family Life 
Human Development and Growth 
Substance Abuse and Nonuse 
Emotional and Social Health 
Health Resources 
Prevention and Control of Disease 
In, your opinion what is the biggest barrier to getting young people to understand health 
education? 
Who should contribute to the development and implementation of the eleven mandated 
health concepts in health curriculum? Check all that apply 
1. Superintendent of School District 
2. Government 
3. General Public 
4. Teachers 
5. Students 
6. Parents 
7. School Board 
8. Other (Please specify) 
If you believe some contributors are more influential than others, prioritize who you think 
is the first, second, and Aird most influential in deciding how Ae eleven mandated health 
concepts should be developed and implemented. Of the numbers 1-8 listed in the previous 
quesiton choose tiuee numbers and place them in the blanks in front of each statement 
First Most Influential 
Second Most Influential 
Third Most Influential 
Please check that you have responded to all questions. 
Thank You For Taking Time To Answer This Prepaid Postage Survey. 
Please tape fliis survey closed and place it in flte mail 
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APPENDIX E 
CORRESPONDENCE 
IOWA STATE UNIVERSITY„ College of Family and 
Consumer Sciences 
Department of Family and 
Consumer Sciences Education 
219 MacKay Hall 
Ames, Iowa 50011-1120 
515 294-6444 
FAX 515 294-9449 
O F  S C I E N C E  A N D  T E C H N O L O G Y  
March 23, 1990 
Dear 
You and I were in FCSED 593G, Planning Health Education Programs, this past 
summer. Dr. Rosalie Amos and I have developed a research instrument about 
Health Education Curricula for grade levels nine to twelve and we need your 
help. We have enclosed a research instrument and a prepaid postage envelope. 
Please complete the research instrument. Attach any comments you may have 
regarding the instrument including the amount of time required to complete 
the instrument. Your feedback will be greatly appreciated. Thank you for 
taking time from your busy schedule. Please return within seven days. 
Sincerely 
Brenda L. McCoy ^ Dr. Rosalie J. Amos 
IOWA STATE UNIVERSITY College of Family and 
Consumer Sciences 
Department of Family and 
Consumer Sciences Education 
219 Mac Kay Hall 
Ames, Iowa 50011-1120 
515 294-6444 
FAX 515 294-9449 
O F  S C I E N C E  A N D  T E C H N O L O G Y  
March 29,1990 
Dear Superintendent: 
As you know, the School Standards Act of 1988 requires implementation of one 
unit of health for grades nine through twelve composed of eleven health strands. 
Because this unit of health has been mandated to address the need for health 
education, we are interested in how school districts have incorporated the eleven 
health strands into their curricula. We are particularly interested in how health 
units were developed and implemented. The information we are seeking will be 
pooled with that from other school districts. There will be no individual school 
district reports, as such. We are aware that as a Superintendent of a large school 
district your time is very valuable and divided among more than one school. 
Therefore, if you are unable to complete the forms enclosed, please forward 
them to the appropriate person(s) such as a principal, health coordinator, or 
curriculum coordinator of each school in your school district 
Hopefully, the form will only take 15 minutes to complete. After the forms have 
been completed please have them placed in the enclosed prepaid postage 
envelopes. Thank you for your help and prompt reply! If you have any 
questions, please contact me at (515) 296-7673 or Rosalie J. Amos, at 
(515) 294-6446. 
Sincerely, 
Brenda L. McCoy Rosalie J. Amos 
Associate Professor Graduate Student 
IOWA STATE UNIVERSITY, College of Family and 
Consumer Sciences 
Department of Family and 
Consumer Sciences Education 
219 MacKay Hall 
Ames, Iowa 50011-1120 
51g 294-6444 
FAX 515 294-9449 
O F  S C I E N C E  A N D  T E C H N O L O G Y  
Code 
1990 
Dear Health Teacher: 
As you know the Iowa General Assembly (IGA) mandated health education for grades nine 
through twelve to address the need for health education. IGA has determined the eleven 
strands of health to be included in one unit of health in secondary schools. How these 
health strands are developed and implemented into the curriculum could greatly Affect the 
quality of health education provided to our youth in both rural and urban school districts. 
The actual steps as to how these health strands are to be implemented in the school 
curricula remain unclear. However, who would know better than teachers like yourself, 
who are involved daily with implementing and/or developing curricula. 
As a health teacher you have been selected by the superintendent of your school district 
from a small stratified sample of Iowa teachers. For the results to truly represent the 
thinking of the secondary health teachers in Iowa, it is important that your questionnaire be 
completed and returned. 
You may be assured of complete confidentiality. The enclosed questionnaire has an 
identification number for mailing purposes only. This is so that we may check your name 
off the mailing list when your questionnaire is returned. Your name will not be placed on 
the questionnaire. 
You may receive a summary of results by writing "copy of result requested" on the back of 
the return envelope, and printing your name and address below it. Please do not put this 
information on the questionnaire itself. 
We would be most happy to answer any questions you might have. The telephone number 
is (515) 294-6446. Thank you for your assistance. Please return by 1990. 
Sincerely, 
Brenda L. McCoy Rosalie J. Amos 
Associate Professor Graduate Student 
IOWA STATE UNIVERSITY, College of Family jnd 
Consumer Sciences 
Department of Family and 
Consumer Sciences Education 
219 MacKay Hall 
Ames, Iowa 50011-1120 
515 294-6444 
FAX 515 294-9449 
O F  S C I E N C E  A N D  T E C H N O L O G Y  
November 26,1990 
Dear Health Teacher: 
We are writing to you about our study on the development and implementation of 
the eleven mandated health strands into the curriculum for grades nine through 
twelve. We have not yet received your completed questionnaire. 
The number of questionnaires returned is very encouraging. But, whether we will 
be able to describe accurately the thinking of secondary health teachers in Iowa 
concerning this important issue depends upon you and the others who have not yet 
responded. It is important for you to respond because our past experiences suggest 
that those of you who have not yet sent in your questionnaire may hold quite 
different thoughts on the development and implementation of the eleven mandated 
strands for grades nine through twelve. 
This is the first statewide study of this type that has ever been done. Therefore, the 
results are of particular interest to many of those involved with providing health 
education to best meet the needs of secondary students. The usefulness of our 
results depends on how accurately we are able to describe your valuable insights to 
the development and implementation of health education for grades nine through 
twelve. 
In case our questionnaire did not reach you, a replacement questionnaire is 
enclosed. We urge you to complete and return the questionnaire as quickly as 
possible. We'll be happy to send you a copy of the results if you want one. Simply 
put your name, address, and "copy of the results requested" on a separate sheet of 
paper, and enclose it in the questionnaire or survey and mail it as instructed. We 
expect to have the results ready to send by May of 1991, or no later than December 
of 1991. Your contributions to the success of this study will be greatly appreciated! 
Sincerely, 
-a. * ^ 
Brenda L. McCoy and Rosalie J. Amos 
Project Directors 
IOWA STATE UNIVERSIT); 
i OJ Consumer Sciences 
O F  S C I E N C E  A N D  T E C H N O L O G Y  
Department of Family and 
Consumer Sciences Education 
219 Mac Kay Hall 
Ames, Iowa 50011-1120 
515 294-6444 
FAX 515 294-9449 
September 24,1991 Brenda L. McCoy, Ph.D. Candidate 
Dept. of Family and Consumer Sciences 
Education, 
219 MacKay Hall 
Iowa State University 
Ames, Iowa 50011-1120 
Periodicals Division 
Health Education Quarterly 
John Wiley & Sons, Inc. 
605 Third Ave. 
New York, NY 10158-0012 
ATTENTION: Periodicals Division 
I am writing to request a letter of permission to reprint the following figures from 
previously published articles in the Health Education Quarterly: 
Figure 1. School Health Promotion Components and Outcomes 
Taken from the article, "Health Promotion: Integrating Organizational 
Change and Student Learning Strategies," by Guy S. Parcel, Bruce G. 
Simons-Morton, and Lloyd J. Kolbe, Winter 1988, vol. 15, no. 4, pages 
435-450. 
Figure 3. Health Promotion: Complementary Strategies, and 
Figure 5. A Three-Dimensional Model of Adolescent Health Promotion 
Both figures are taken from the article, "The Concept of Health 
Promotion and the Prevention of Adolescent Drug Abuse, " by Cheryl 
L. Perry and Richard Jessor, Summer 1985, vol. 12, no. 2, pages 169-184. 
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Figure 1. Theoretical Adaptation of the Preventive Health Belief Model to 
Adolescent Premarital Sexuality and Fertility Control 
Taken from the article, "A Health Belief Model Approach to 
Adolescents' Fertility Control; Some Pilot Program Findings," by 
Marvin Eisen, Gail L. Zellman, and Alfred L. McAlister, Summer 
1985, vol. 12, no. 2, pages 185-210. 
I am a planning to incorporate these figures into my dissertation this Fall 1991 Semester 
upon the receipt of the letter of permission. Do I need to contact the authors of the 
above articles for their permission too? If there are any questions, 1 may be contacted at 
(515) 296-7673. 
Sincerely, 
Brenda L. McCoy /— 
IOWA STATE UNIVERSITY, F 
165 Consumer Sciences 
O F  S C I E N C E  A N D  T E C H N O L O G Y  _  ,  
Department of Family and 
Consumer Sciences Education 
219 MacKay Hall 
Ames, Iowa 30011-1120 
515 294-6444 
FAX 515 294-9449 
September 24,1991 BrendaL. McCoy, Ph.D. Candidate 
DepL of Family and Consumer Sciences 
Education 
219 MacKay Hall 
Iowa State University 
Ames, Iowa 50011-1120 
Tom Reed 
Journal of School Health 
American School Health Association 
7263 State Route 43, P.O. Box 708 
Kent, OH 44240 
Dear Tom Reed: 
I am writing to request a letter of permission to reprint the following figures from previously 
published articles in the Journal of School Healtfi: 
Figure (only) A Concept of a Comprehensive School Health Program 
Taken from the article, "Comprehensive School Health Education - As 
Defined by the National Professional School Health Education 
Organizations", September 1984, vol. 54, no. 8, pages 312-315. 
A School Health Model for the 1990s 
Taken ftom the article, "The Concept of 'Comprehensive' in the Design a 
and Implementation of School Health Programs, by Philip R. Nader, April 
1990, vol. 60, no. 4, pages 133-138. 
THTM Evaluation Objectives 
Taken from the article, "Design of the Teenage Health Teachmg Modules 
Evaluation," by James G. Ross, Robert S. Gold, Alison T. Lavin, 
Michael T. Errecart, and Gary D, Nelson, January 1991, vol. 61, no. 1, 
pages 21-25. 
Figure 1. 
Figure 1. 
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I am plamiing to incorporate these figures into my dissertation this Fall 1991 Semester upon the 
receipt of the letter of permission. Do I need to contact the authors of the above articles for their 
permission too? If there are any questions, I may be contacted at (515) 296-7673. 
Sincerely, 
Brenda L. McCoy 
IOWA STATE UNIVERSITY, College ol Family and 
Consumer Sciences 
Department of Family and 
Consumer Sciences Education 
2ig MacKay Hall 
Ames, Iowa 50011-1120 
515 294-6444 
FAX 515 294-9449 
O F  S C I E N C E  A N D  T E C H N O L O G Y  
November 1, 1991 
Brenda L. McCoy, Ph.D. Candidate 
Dept. of Family & Consumer Sciences Education, 
219 MacKay Hall 
Iowa State University 
Ames, Iowa 50011 
Guy S. Parcel, Ph.D. 
Center for Health Promotion Research and Development 
University of Texas Health Sciences Center 
Box 20186 
Houston, TX 77225 
Dear Dr. Parcel: 
I am writing to request a letter of permission to reprint figure one of a 
previously published article in the 1988 Winter issue of Health Education Quarterly. 
The article was entitled, "Health promotion: Integrating organizational change and 
student learning strategies." Enclosed please find a copy of the original article with 
figure. 
I am planning to incorporate the figure into my dissertation this 1991 Fall 
semester upon the receipt of the letter of permission. It is essential that I receive a letter 
of permission to reprint the figure mentioned above before the thesis office here at 
Iowa State University can officially accept my final deposit of the dissertation on 
December 6,1991. Do I need to contact Dr. Lloyd J. Kolbe for his permission too? If so, 
do you know where I may contact him. If there are any questions, I may be contacted at 
(515) 296-7673. I look forward to hearing from you soon. 
Sincerely, 
Brenda L. McCoy 
IOWA STATE UNIVERSITY. College of Family and 
Consumer Sciences 
Department of Family and 
Consumer Sciences Education 
219 Mac Kay Hall 
Ames, Iowa 50011-1120 
515 294-6444 
FAX 515 294-9449 
O F  S C I E N C E  A N D  T E C H N O L O G Y  
November 1,1991 
Brenda L. McCoy, Ph.D. Candidate 
Dept. of Family & Consumer Sciences Education, 
219 MacKay Hall 
Iowa State University 
Ames, Iowa 50011 
Periodicals/Reprints Division 
World Medical Journal 
Deutscher Aerzteverlag 
Gmbh, Dieselstr 2, 
Postfach 40 02 65, D-5000 
Cologne 40, Germany 
ATTENTION: Periodicals/Reprints Division 
I am writing to request a letter of permission to reprint figure one of a 
previously published article in the World Medical lournal. The article was entitled, 
"Health Education in Schools" by Edward B. Johns in 1973, volume twenty and pages 
87-90. Enclosed please find a copy of the original article with figure. 
I am planning to incorporate the figure into my dissertation this 1991 Fall 
semester upon the receipt of the letter of permission. It is essential that I receive a letter 
of permission to reprint the figure mentioned above before the thesis office here at 
Iowa State University can officially accept my final deposit of the dissertation on 
December 6,1991. Do I need to contact the author of the above article for his 
permission too? If so, do you know his most current address where I may contact him. 
If there are any questions, I may be contacted at (515) 296-7673. I look forward to 
hearing from you soon. 
Sincerely, 
Brenda L. McCoy 
IOWA STATE UNIVERSIT 169 College of Family and Consumer Sciences 
Department of Family and 
Consumer Sciences Education 
219 MacKay Hall 
Ames, Iowa 50011-1120 
515 294-6444 
FAX 515 294-9449 
O F  S C I E N C E  A N D  T E C H N O L O G Y  
November 7,1991 
Brenda L. McCoy, Ph.D. Candidate 
Dept. of Family and Consumer Sciences Education 
219 MacKay Hall 
Iowa State University 
Ames, Iowa 50011 
Periodicals/Reprints Division 
Journal of Health Education 
AAHPERD 
1900 Association Drive 
Reston, VA 22091 
ATTENTION: Periodicals/Reprints Division 
I am writing to request a letter of permission to reprint figure one on page 50 
of a previously published article entitled, "Increasing the impact of school health 
promotion programs: Emerging research perspectives" by Lioyd J. Kolbe. This article 
was found in the October/November 1986 issue of the Journal of Health Education, 
vol. 17(5). Enclosed please find a copy of the original article with Figure 3 marked. 
I am planning to incorporate the figure into my dissertation this 1991 Fall 
semester upon the receipt of the letter of permission. It is essential that I receive a 
letter of permission to reprint the figure mentioned above before the Thesis Office 
here at Iowa State University can officially accept my final deposit of the dissertation 
on December 6,1991. If you have any questions, I may be contacted at (515) 296-7673. 
I look forward to hearing from you soon. 
Sincerely, 
Brenda L. McCoy 
IOWA STATE UNIVERSITY 
O F  S C I E N C E  A N D  T E C H N O L O G Y  
February 26, 1992 
Tom Reed 
Journal of School Health 
American School Health Association 
7263 State Route 43, P.O. Box 708 
Kent, OH 44240 
Dear Tom Reed: 
I wrote to you in Sq)tember of 1991 requesting a letter of permission to reprint the following figures ftom 
previously published articles in the Journal of School Health: 
Figure (only) A Concept of a Comprehensive School Health Program 
Taken from the article, "Comprehensive School Health Education - As Defined by the 
National Professional School Health Education Organizations", September 1984, vol. 
54, no. 8, pages 312-315. 
A School Health Model for the 1990s 
Taken ftom the article, "The Concept of 'Comprdiensive' in the Design and 
Implementation of School Health Programs, by Philip R. Nader, April 1990, vol. 60, 
no. 4, pages 133-138. 
THTM Evaluation Objectives 
Taken from the article, "Design of the Teenage Health Teaching Modules Evaluation," 
by James G. Ross, Robert S. Gold, Alison T. Lavin, Michael T. Errecart, and Gary 
D. Nelson, January 1991, vol. 61, no. 1, pages 21-25. 
I am planning to incorporate these figures into my dissertation this Spring 1992 Semester upon the receipt 
of the letter of permission. I need to receive a letter of permission for the above articles before April 25, 
1992. Do I need to contact the authors of the d)ove articles for their permission too? If there are any 
questions, I may be contacted at (515) 296-7673. 
Sincerely, 
BrendaL. McCoy 
PH D Candidate 
College of Family and 
Consumer Sciences 
Department of Family and 
Consumer Sciences Education 
219 MacKay Hall 
Ames, Iowa 500H-1120 
515 294-6444 
FAX 515 294-9449 
Figure 1. 
Figure 1. 
IOWA STATE UNIVERSIT,;^  College of Family and 
Consumer Sciences 
Department of Family and 
Consumer Sciences Education 
219 Mac Kay Hall 
Ames, Iowa 50011-1120 
515 294-6444 
FAX 515 294-9449 
O F  S C I E N C E  A N D  T E C H N O L O G Y  
March 18,1992 
James P. Lavegren 
Executive Director 
Society for Public Health Education 
2001 Addison St., Suite 220 
Berkeley, CA 94704 
Dear Mr. Lavegren: 
I am writing to find out the whereabouts of Edward B. Johns, who was a professor in the School 
of Public Health at Ae University of California, Los Angeles in the 1970s. Mr. Johns published an 
article in 1973 entitled, "Health Education in Schools". I am interested in reprinting the figure in 
the article entitled, "A Concept of School Health Program". 
I am planning to incorporate this figure into my dissertation this Spring 1992 Semester upon die 
receipt of a letter of permission. If you know how I may contact Edward B. Johns or get 
permission to reprint his figure mentioned before please forward that information as soon as 
possible. I may be contacted at (515) 296-7673. Thank you for your time. 
Sincerely, 
Brenda L. McCov (/ y
PH.D. Candidate 
IOWA STATE UNIVERSIT  ^ College of Family and Consumer Sciences 
Department of Family and 
Consumer Sciences Education 
2ig MacKay Hall 
Ames, Iowa 50011-1120 
515 294-6444 
FAX 515 294-9449 
O F  S C I E N C E  A N D  T E C H N O L O G Y  
March 18,1992 
Personnel Dq)artment 
University of California 
405 Hlgard Avenue 
Los Angeles, CA 90024 
Dear Madam or Sin 
I am writing to find out the whereabouts of Edward B. Johns, who was a professor in the School 
of Public Health at the University of California, Los Angeles in the 1970s. Mr. Johns published an 
article in 1973 entitled, "Health Education in Schools". I am interested in reprinting the figure in 
the article entitled, "A Concept of School Health Program". 
I am planning to incorporate this figure into my dissertation this Spring 1992 Semester upon the 
receipt of a letter of permission. If you know how I may contact Edward B. Johns or get 
permission to reprint his figure mentioned before please forward that information as soon as 
possible. I may be contacted at (515) 296-7673. Thank you for your time. 
Sincerely, 
l2hjLr\dA. ^ '^ 716 
Brenda L. McCoy 
PH.D. Candidate 
IOWA STATE UNIVERSIT ;^; 
O F  S C I E N C E  A N D  T E C H N O L O G Y  
Sepiember 2 4 .  1991 
College of Family and 
Consumer Sciences 
SEP **0 ^ Department of Family and 
Consumer Sciences Education 
If material appears in our book with 
credit given to inO'h" - cutho-
rization from that soL:cr» :s required. 
Periodicals Division 
Health Education Quarterly 
John iley 6c Sons. Inc 
605 Third Ave. 
Xe% York. NT 10158-0012 
ATTENTION: Periodicals Division 
219 MacKay Hall 
Ames, Iowa 50011-1120 
_ 515 294-6444 
'CREDirWOSTTfijCLUciË THE FOLLOWING: 
I • TITLE OF BOOK OR JOURNAL 
! • NAME(S)OFAUTHOR{S)/»i^D/OI?rDiT0R(S) 
# COPYRIGHT NOTICE. INCLUDING: 
» THE WORD COPY.llGX 1 
e THE SYMBOL e 
• THcCOrn\:C.hT YEAR 
f-
i :  
JOHN WILEY & SONS, INC. ^ 
f 3m v.TJting 10 rcqucrt a letter of perfiiTsrion to reprint the follou'ing îigursr 
iVom previously published articles in the Health Education Quarterly; 
Ç. ci (vjc-t 
c^ranir. 
riguriT nenis aau 
,o 
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I am planning to incorporate these figures into my dissertation this Fall 
1901 Semester upon the receipt of the letter of permission. Do I need to 
LvnwLi the auihurs of the above articles for their permission too? If there 
are any question? i may he contacted at t S l ^ ' 2*^6-767.3 
Sincerely, 
Health iikicaHon 
1900 Association Drive, Reston, VA 22091 (703) 476-3400 
November 22, 1991 
Brenda L. McCoy 
Department of Family and Consumer Sciences Education 
219 MacKay Hall 
Iowa State University 
Ames, Iowa 50011-1120 
Dear Ms. McCoy: 
Following is the Alliance Policy on Permissions; 
AAHPERD holds the copyright for Journal of Health Education. 
Upon receipt of legitimate, written requests, permission to 
reprint is granted to educators and school systems for free 
distribution in classrooms and professional meetings. Permission 
is granted for use of brief quotations (approximately 500 words) 
in theses and published works; the length of permissable items is 
extended for theses. Permission is granted to authors to use 
their own published material in any other published work with 
which they are connected. Permission to reprint entire articles, 
for inclusion in a publication to be offered for sale, is granted 
only upon payment to AAHPERD of a fee of $100 per article. 
AAHPERD also requests that permission be obtained from the 
author(s). 
X Permission is granted to reprint the 
following materials. No fee for reprint is 
required. 
Figure 1, "Increasing the Impact of School Health 
Promotion Programs: Emerging Research 
Perspectives," Lloyd J. Kolbe, Health Education. 
Vol. 17, No. 5, pg. 50. 
AMERICAN ALLIANCE FOR HEALTH. PHYSICAL EDUCATION. RECREATION AND DANCE 
Copyright Permission 
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Please use the following form for acknowledging permission to 
reprint. This information must be printed on each reproduced 
copy. 
This article is reprinted with permission from the 
JOURNAL OF HEALTH EDUCATION. (month), 
(year), (pages). JOURNAL OF 
HEALTH EDUCATION is a publication of the American 
Alliance for Health, Physical Education, Recreation and 
Dance, 1900 Association Drive, Reston, Virginia 22091. 
Sincerely, 
Marylu S. Tyger 
Editorial Assistant 
Enclosures 
DEPARTMENT OF HEALTH & HUMAN SERVICES 
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Publ ic  Heal th  Serv ie» 
Centers for Disease Control 
Atlanta GA 30333 
November 25, 1991 
Brenda L. McCoy, Ph.D. Candidate 
Iowa State University of 
Science and Technology 
College of Family and Consumer Sciences 
Department of Family 
and Consumer Sciences Education 
219 MacKay Hall 
Ames, Iowa 50011-1120 
Dear Ms. McCoy: 
Per your request, I am sending you the articles you requested, as 
well as permission to use School health promotion components and 
outcomes for your dissertation. 
Good luck in your endeavors. 
Sincerely yours, 
(/ 
vJOL-
Lloyd J. Kcilbe, Ph.I 
Director 
Division of Adolescent and School Health 
National Center for Chronic Disease 
Prevention and Health Promotion 
The University of Texas 
Health Science Center at Houston 
Center for Health Promotion 
Research and Development 
School of Public Health 
P.O. Box 20186 
Houston, Texas 77225 
(713) 792-8540 
FAX: (713) 794-1756 
A World Health Organization Collaborating Center 
January 6, 1992 
Brenda L. McCoy, Ph.D. Candidate 
Dept. of Family & Consumer Sciences Education 
219 MacKay Hall 
Iowa State University 
Ames, Iowa 50011 
Dear Ms. McCoy: 
This letter is to officially give my permission in order for you to use a reprint 
of the article entitled, "Health Promotion: Integrating organizational change 
and student learning strategies." 
If you should need any additional information, please let me know. 
Sincerely 
Guy S. Parcel, Ph.D. 
Professor and Director 
GSP/mg 
Dental Branch « Division of Continuing Education « Graduate School ot Biomedical Sciences • School of Public Health • Medical School • Speech and Heating Institute • School of Nursing • School of Allied Health Sciences 
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JCLCNAL CR SCH€€L HEALTH 
18 March 1992 
Brenda L. McCoy 
170B University Village 
Ames, LA 50010 
Dear Ms. McCoy: 
Thank you for your recent request to reprint material from the article "Comprehensive School Health 
Education As Defined by the National Professional School Health Education Organizations" that appeared in 
the Journal of School Health. Permission is granted contingent upon your agreeing to the following criteria 
and restrictions. 
The credit line to be printed with the reprinted material should include this information: Reprinted 
with permission. Comprehensive School Health Education As Defined by the National Professional 
School Health Education Organizations. Journal of School Health. Vol. 54, No. 8, September 1984, 
pp. 312-315. Copyright, 1984. American School Health Association, P.O. Box 708, Kent, OH 44240. 
This non-exclusive right to publish is in no way intended to be a transfer of copyright, and the 
American School Health Association maintains copyright ownership and authorization of the use 
of said material. This authorization in no way restricts republication of the material in any other 
form by the American School Health Association or others authorized by the American School 
Health Association. 
Again, thank you for your interest in the American School Health Association. If we can be of further 
assistance, please contact us. 
The leader in the school health field. 
Sincerely, 
Tom Reed 
Managing Editor 
Journal of School Health 
American School Health Association 
P.O.Box 708 • Kent, OH 44240 • (216] 678-1601 
180 
JCLCNAL Cr SCUCCL tiCALTH 
18 March 1992 
Brenda L, McCoy 
170B University Village 
Ames, lA 50010 
Dear Ms. McCoy: 
Thank you for your recent request to reprint material from the article "The Concept of 'Comprehensive' in the 
Design and Implementation of School Health Programs" that appeared in the Journal of School Health. 
Permission is granted contingent upon your agreeing to the following criteria and restrictions. 
The credit line to be printed with the reprinted material should include this information: Reprinted 
with permission. Nader P. The Concept of 'Comprehensive' in the Design and Implementation of 
School Health Programs. Journal of School Health. Vol. 60, No. 4, April 1990, pp. 133-138. 
Copyright, 1990. American School Health Association, P.O. Box 708, Kent, OH 44240. 
This non-exclusive right to publish is in no way intended to be a transfer of copyright, and the 
American School Health Association maintains copyright ownership and authorization of the use 
of said material. This authorization in no way restricts republication of the material in any other 
form by the American School Health Association or others authorized by the American School 
Health Association. 
Again, thank you for your interest in the American School Health Association. If we can be of further 
assistance, please contact us. 
The leader in the school health field. 
Sincerely, 
Tom Reed 
Managing Editor 
/ 
Journal of School Health 
American School Health Association 
P.O. Box 708 • Kent, OH 44240 • (216] 678-1601 
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18 March 1992 
Brenda L. McCoy 
170B University Village 
Ames, lA 50010 
Dear Ms. McCoy: 
Thank you for your recent request to reprint material from the article "Design of the Teenage Health Teaching 
Modules Evaluation" that appeared in the Journal of School Health. Pennission is granted contingent upon 
your agreeing to the following criteria and restrictions. 
The credit line to be printed with the reprinted material should include this information: Reprinted 
with permission. Ross JG, Gold RS, Lavin AT, Errecart MT, Nelson GD. Design of the Teenage 
Health Teaching Modules Evaluation. Journal of School Health. Vol. 61, No. 1, January 1991, pp. 
21-25. Copyright, 1991. American School Health Association, P.O. Box 708, Kent, OH 44240. 
This non-exclusive right to publish is in no way intended to be a transfer of copyright, and the 
American School Health Association maintains copyright ownership and authorization of the use 
of said material. This authorization in no way restricts republication of the material in any other 
form by the American School Health Association or others authorized by the American School 
Health Association. 
Again, thank you for your interest in the American School Healtii Association. If we can be of further 
assistance, please contact us. 
The leader in the school health field. 
Sincerely, 
Tom Reed 
Managing Editor 
Journal of School Health 
American School Health Association 
P.O. Box 708 • Kent, OH 44240 • [216] 678-1601 
Iowa State UniversiTiYj College of Family and Consumer Sciences 
Department of Family and 
Consumer Sciences Education 
219 MacKay Hall 
Ames, Iowa 50011-1120 
515 294-6444 
FAX 515 294-9449 
O F  S C I E N C E  A N D  T E C H N O L O G Y  
March 18, 1992 
James P. Lavegren 
Executive Director 
Society for Public Health Education 
2001 Addison St., Suite 220 
Berkeley, CA 94704 
Dear Mr. Lavegren: 
I am writing to find out the whereabouts of Edward B. Johns, who was a professor in the School 
of Public Health at the University of California, Los Angeles in the 1970s. Mr. Johns published an 
article in 1973 entitled, "Health Education in Schools". I am interested in reprinting the figure in 
the article entitled, "A Concept of School Health Program". 
I am planning to incorporate this figure into my dissertation this Spring 1992 Semester upon the 
receipt of a letter of permission. If you know how I may contact Edward B. Johns or get 
permission to reprint his figure mentioned before please forward that information as soon as 
possible. I may be contacted at (515) 296-7673. Thank you for your time. 
Sincerely, 
Brenda L. McCoy Edward B. Johns, EdD 3464 Bahia Blanca West 
Laguna Hills, CA 92653 
Phone; (714) 768-8495 
PH.D. Candidate 
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From the desk of 
NED JOHNS 
Manch 31, 1992 
3454 Bahia Bla^ice W 
Laauna Hills, 
California. 92653. 
Brenda L. Mc Coy 
College of Family and 
Consumer Sciences 
Department of Family and 
Consumer Sciences Education 
219 Mac Kay Hall 
Ames, Iowa. 50011. 
Dear Brenda, 
I am pleased to qive you 
permission to reprint the fiqure entitled, 
"A Concept of School Health Prooram' from 
my 1973 article tiealth Education in Schools. 
Cordially yours. 
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APPENDIX F 
ADDITIONAL DATA 
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Table Fl. Frequencies and percentages of respondents who were licensed in 
1988 
Year Group Frequency Percent^ 
1988 1 9 7.69 
2 9 7.69 
3 13.68 
Total = (n = 34 ) 29% 
^ There are cases missing. Total n = 117 for respondents. 
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Table F2. Frequencies and percentages of first two courses taught by 
respondents 
Course one Group Frequency Percent^ 
Health Education 1 
2 
3 
37 
35 
34 
80.4 
68.6 
66.7 
Integrated Courses 
in Home Economics 
1 
2 
3 
5 
10 
6 
10.9 
19.6 
11.7 
Physical Education 1 
2 
3 
2 
3 
6 
4.3 
5.9 
11.8 
Biology 1 
2 
3 
1 
1 
2.2 
2.0 
Physics 1 
2 
3 
2.2 
Health Science 1 
2 
3 
2.0 
a There are missing values when percentages do not total 100. 
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Table F2. (Cont.) 
Course Two Group Frequency Percent^ 
Health Education 1 
2 
3 
8 
11 
5 
17.4 
21.6 
9.8 
Integrated Courses 
in Home Economics 
1 
2 
3 
21 
20 
16 
45.7 
33.3 
31.3 
Physical Education 1 
2 
3 
9 
12 
15 
19.6 
23.5 
29.4 
Biology 1 
2 
3 
2 
3 
3 
4.3 
5.9 
5.9 
Sociology 1 
2 
3 
1 
1 
2.2 
2.0 
History 1 
2 
3 
3.9 
Health Science 1 
2 
3 
1 
3 
5 
2.2 
5.9 
9.8 
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Table F2. (Cont.) 
Course Two Group Frequency Percent^ 
Physics 1 — — 
2 — — 
3 1 2.0 
Health Careers 1 —— —— 
2 — — 
3 1 2.0 
Other 1 1 2.2 
2 — — 
3 1 2.0 
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Table F3. Health curriculum models used and preferred by respondents 
Health Curriculum 
Model Used 
Group Frequency Percent^ 
Iowa Department of 1 15 32.6 
Education Framework 2 15 29.4 
3 21 41.2 
Tyler Rationale 1 4 8.7 
2 1 2.0 
3 
The Health Belief 1 
Model 2 5 9.8 
3 4 7.8 
The PRECEDE 1 
Framework 2 
3 — — 
Combination of Models 1 16 34.8 
2 17 33.3 
3 15 29.4 
Other Models 1 5 10.9 
2 4 7.8 
3 5 9.8 
No Specific Model 1 6 13.0 
2 8 15.7 
3 5 9.8 
a There are missing values when percentages do not total 100. 
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Table F3. (Cont.) 
Health Curriculum 
Model Preferred 
Group Frequency Percent® 
Iowa Department of 1 11 23.9 
Education Framework 2 5 9.8 
3 14 27.5 
Tyler Rationale 1 5 10.9 
2 5 9.8 
3 2 3.9 
The Health Belief 1 4 8.7 
Model 2 6 11.8 
3 2 3.9 
The PRECEDE 1 w —— 
Framework 2 — — 
3 1 2.0 
Combination of Models 1 12 26.1 
2 13 25.5 
3 16 31.4 
Other Models 1 6 13.0 
2 6 11.8 
3 3 5.9 
No Specific Model 1 7 15.2 
2 13 25.5 
3 10 19.6 
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Table F4. Respondents' attitudes about using health curriculum models for 
planning health courses 
Attitude Group Frequency Percent® 
No/Negative 1 6 13.0 
2 12 23.5 
3 12 23.5 
No Opinion/ 1 1 2.2 
Indifference 2 2 3.9 
3 1 2.0 
Yes/Positive 1 33 71.7 
2 29 56.9 
3 30 58.8 
3 There are missing values when percentages do not total 100. 
Table F5. Respondents who reported that health curriculum models were 
helpful 
Health Curriculum Group Frequency Percent* 
Models are Helpful 
Yes 1 39 84.8 
2 41 80.4 
3 44 86.3 
No 1 2 4.3 
2 3 5.9 
3 — — 
3 There are missing values when percentages do not total 100. 
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Table F6. Respondents who reported that their schools had fully 
implemented the eleven health strands in the curriculum 
Fully Implemented Group Frequency Percent* 
Yes 1 37 80.4 
2 41 80.4 
3 44 86.3 
No 1 5 10.9 
2 3 5.9 
3 — — 
3 There are missing values when percentages do not total 100. 
Table F7. Respondents' roles in health curriculum development 
Roles Group Frequency Percent* 
Sole Developer 1 15 32.6 
2 19 37.3 
3 14 27.5 
Co Developer 1 4 8.7 
2 8 15.7 
3 8 15.7 
Committee 1 14 30.4 
Member 2 11 21.6 
3 15 29.4 
No Role 1 11 23.9 
2 11 21.6 
3 12 235 
3 There are missing values when percentages do not total 100. 
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Table F8. Respondents' roles in health curriculum implementation 
Roles Group Frequency Percent^ 
Sole Implementor 1 11 23.9 
2 12 23.5 
3 7 13.7 
Co Implementor 1 2 4.3 
2 4 7.8 
3 3 5.9 
Committee Member 1 5 10.9 
2 3 5.9 
3 7 13.7 
No Role 1 26 56.5 
2 30 58.8 
3 32 62.7 
3 There are missing values when percentages do not total 100. 
Table F9. Respondents' roles as a health teacher 
Role Group Frequency Percent^ 
Sole Teacher 1 44 95.7 
2 46 90.2 
3 48 94.1 
Team Teacher 1 2 4.3 
2 2 3.9 
3 3 5.9 
3 There are missing values when percentages do not total 100. 
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Table FIO. Response to the question: Who should contribute to the 
development and implementation of the mandated eleven 
health strands for the health curriculum? 
Contributor Group Frequency Percent^ 
Teachers 1 45 97.8 
2 51 100.0 
3 49 96.1 
Parents 1 41 89.1 
2 47 92.2 
3 49 96.1 
Students 1 39 84.8 
2 43 84.3 
3 46 90.2 
School Board 1 27 58.7 
2 29 56.9 
3 39 76.5 
Superintendent 1 31 67.4 
2 38 74.5 
3 37 72.5 
Government 1 12 26.1 
2 21 41.2 
3 17 33.3 
Public 1 27 58.7 
2 34 66.7 
3 34 66.7 
Other 1 7 15.2 
2 12 23.5 
3 12 23.5 
3 Each respondent checked more than one contributor. Percentages may be 
more than 100%. Also there are missing cases. 
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Table Fil. Respondents choices for influential contributors to health 
curricula 
Contributor^ Group Frequency Percentb 
First Most Influential: 1 28 60.9 
Teachers 2 27 52.9 
3 29 56.9 
Second Most Influential; 1 11 23.9 
Students 2 14 27.5 
3 12 23.5 
Third Most Influential: 1 14 30.4 
Parents 2 12 23.5 
3 14 27.5 
3 Respondents had eight choices and only one choice for each of the three 
categories. 
b Only the percentages of the first three most influential contributors reported 
across the three groups. 
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Table F12. Percentages of responses for each item per health strand 
Completely Mostly Slightly Slightly Mostly Completely 
Agree Agree Agree Disagree Disagree Disagree 
1 2 3 4 5 6 
Z
 
II 1—>
 
CO
 
Percentages* 
Personal Health 1 2 3 4 5 6 
1. is a controversial topic. 2.0 8.1 12.8 10.1 34.5 32.4 
2. is easy to teach. 20.9 40.5 16.9 10.1 7.4 4.1 
3. should not be taught in 2.7 2.0 3.4 2.0 23.0 66.9 
school. 
4. is interesting. 25.0 35.0 21.6 11.5 5.4 0.7 
5. is unimportant. 1.4 1.4 1.4 5.4 23.6 66.9 
6. is boring. 0.7 4.1 20.4 17.0 19.7 38.1 
7. requires less time to 0.7 14.3 23.1 23.8 21.8 16.3 
teach. 
8. concepts can be taught by 5.4 15.0 19.0 21.1 23.1 16.3 
any teacher. 
9. is a desirable topic to 25.9 40.1 24.5 4.8 4.8 — 
teach. 
10. should be taught in the 50.0 24.0 18.5 3.4 2.7 1.4 
family. 
3 There are missing values when percentages do not equal 100. 
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Table F12. (Cont.) 
Completely Mostly Slightly Slightly Mostly Completely 
Agree Agree Agree Disagree Disagree Disagree 
1 2 3 4 5 6 
N = 148 
Percentages^ 
Food and Nutrition 1 2 3 4 5 6 
1. should be taught in the 41.2 25.7 20.9 4.1 4.7 3.4 
family. 
2. is boring. 1.4 3.4 18.9 11.5 25.0 39.9 
3. should not be taught in 1.4 1.4 2.0 3.4 20.9 70.9 
school. 
4. is interesting. 33.1 35.1 20.9 6.8 2.0 2.0 
5. is unimportant. 2.0 0.7 — 3.4 20.3 73.6 
6. is easy to teach. 18.2 23.0 14.2 22.3 18.9 3.4 
7. requires less time to 0.7 4.8 15.8 23.3 34.2 21.2 
teach. 
8. concepts can be taught by 2.1 9.6 14.4 16.4 29.5 28.1 
any teacher. 
9. is a desirable topic to 34.5 36.5 17.6 7.4 2.7 0.7 
teach. 
10. is a controversial topic. 1.4 2.0 8.1 10.1 31.8 46.6 
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Table F12. (Cont.) 
Completely Mostly Slightly Slightly Mostly Completely 
Agree Agree Agree Disagree Disagree Disagree 
1 2 3 4 5 6 
N = 148 
Percentages® 
Environmental Health 1 2 3 4 5 6 
1. is a controversial topic. 8.3 15.3 24.3 8.3 27.1 16.7 
2. is easy to teach. 4.8 23.1 20.4 18.4 25.9 7.5 
3. should not be taught in 
school. 
4.1 2.7 3.4 5.4 29.3 55.1 
4. is interesting. 24.5 35.4 18.4 13.6 6.8 1.4 
5. is unimportant. 0.7 0.7 2.0 6.1 28.4 62.2 
6. is boring. — 4.1 18.2 13.5 32.4 31.8 
7. requires less time to 
teach. 
1.4 6.1 15.0 27.2 31.3 19.0 
8. concepts can be taught by 
any teacher. 
5.5 13.0 22.6 19.9 23.3 15.8 
9. is a desirable topic to 
teach. 
29.7 25.7 25.0 8.8 7.4 3.4 
10. should be taught in the 
family. 
29.9 24.5 23.1 8.8 7.5 6.1 
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Table F12. (Cont-) 
Completely Mostly Slightly Slightly Mostly Completely 
Agree Agree Agree Disagree Disagree Disagree 
1 2 3 4 5 6 
N = 148 
Percentages^ 
Safety and Survival Skills 1 2 3 4 5 6 
1. should be taught in the 30.8 28.1 11.0 3.4 11.6 15.1 
family. 
2. is boring. 4.1 12.8 14.2 17.6 25.0 26.4 
3. should not be taught in 2.0 2.7 1.4 6.8 28.4 58.8 
school. 
4. is interesting. 25.2 42.2 16.3 11.6 2.7 2.0 
5. is unimportant. 1.4 — 1.4 6.8 36.5 54.1 
6. is easy to teach. 8.8 23.0 17.6 25.0 12.2 13.5 
7. requires less time to 1.4 10.3 25.5 20.0 29.0 13.8 
teach. 
8. concepts can be taught by 5.4 12.9 16.3 17.7 23.8 23.8 
any teacher. 
9. is a desirable topic to 27.9 36.1 19.0 13.6 3.4 — 
teach. 
10. is a controversial topic. 6.8 8.8 12.2 9.5 31.3 31.3 
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Table F12. (Cont.) 
Completely Mostly Slightly Slightly Mostly Completely 
Agree Agree Agree Disagree Disagree Disagree 
1 2 3 4 5 6 
Consumer Health 1 2 
N = 148 
Percentages® 
3 4 5 6 
1. is a controversial topic. 8.8 12.2 21.8 6.8 25.2 25.2 
2. is easy to teach. 4.1 20.4 23.1 19.0 21.1 12.2 
3. should not be taught in 0.7 2.7 2.0 10.2 36.1 48.3 
school. 
4. is interesting. 13.5 40.5 29.1 11.5 4.1 1.4 
5. is unimportant. — 0.7 3.4 11.5 43.9 40.5 
6. is boring. 2.0 11.5 17.6 27.0 26.4 15.5 
7. requires less time to 0.7 11.6 21.9 24.0 27.4 14.4 
teach. 
8. concepts can be taught by 4.1 12.2 19.6 230 25.7 15.5 
any teacher. 
9. is a desirable topic to 21.1 34.0 25.69 7.5 10.2 1.4 
teach. 
10. should be taught in the 23.4 21.4 21.4 8.3 14.5 11.0 
family. 
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Table F12. (Cont.) 
Completely Mostly Slightly Slightly Mostly Completely 
Agree Agree Agree Disagree Disagree Disagree 
1 2 3 4 5 6 
N = 148 
Percentages® 
Family Life 1 2 3 4 5 6 
1. should be taught in the 51.4 24.3 11.5 4.1 5.4 3.4 
family. 
2. is boring. 4.1 4.8 4.8 8.2 29.9 48.3 
3. should not be taught in 2.7 2.7 2.0 4.7 22.3 65.5 
school. 
4. is interesting. 54.1 32.4 8.8 2.0 0.7 2.0 
5. is unimportant. 0.7 — — 2.0 26.4 70.9 
6. is easy to teach. 11.5 12.2 11.5 16.9 25.7 22.3 
7. requires less time to — 2.7 5.4 19.0 37.4 35.4 
teach. 
8. concepts can be taught by 2.0 5.4 9.5 11.5 33.8 37.8 
any teacher. 
9. is a desirable topic to 51.7 28.6 8.2 6.1 2.7 2.7 
teach. 
LO. is a controversial topic. 25.3 28.1 20.5 4.1 13.7 8.2 
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Table F12. (Cont.) 
Completely Mostly Slightly Slightly Mostly Completely 
Agree Agree Agree Disagree Disagree Disagree 
1 2 3 4 5 6 
N = 148 
Percentages^ 
Human Growth and 
Development 1 2 3 4 5 6 
1. is a controversial topic. 32.7 22.4 21.1 6.1 10.9 6.8 
2. is easy to teach. 9.5 16.2 12.2 14.9 16.2 31.1 
3. should not be taught in 
school. 
3.4 2.0. 2.7 2.7 21.6 67.6 
4. is interesting. 56.1 32.4 8.1 0.7 2.0 0.7 
5. is unimportant. 0.7 — 1.4 2.0 20.3 75.7 
6. is boring. 5.4 8.1 4.7 7.4 28.4 45.9 
7. requires less time to 
teach. 
4.1 6.2 12.3 39.0 38.4 
8. concepts can be taught by 
any teacher. 
1.4 4.8 8.2 6.8 33.3 45.6 
9. is a desirable topic to 
teach. 
44.9 32.7 10.9 7.5 2.7 1.4 
10. should be taught in the 
family. 
52.7 16.2 14.9 6.1 7.4 2.7 
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Table F12. (Cont.) 
Completely Mostly Slightly Slightly Mostly Completely 
Agree Agree Agree Disagree Disagree Disagree 
1 2 3 4 5 6 
N = 148 
Percentages® 
Substance Abuse and Nonuse 1 2 3 4 5 6 
1. should be taught in the 41.2 20.9 11.5 5.4 10.8 10.1 
family. 
2. is boring 6.1 9.5 11.5 11.5 27.0 34.5 
3. should not be taught in 5.4 — 1.4 — 13.6 79.6 
school. 
4. is interesting. 40.5 44.6 10.1 2.7 1.4 0.7 
5. is unimportant. 0.7 0.7 — 1.4 14.2 83.1 
6. is easy to teach. 6.1 12.2 12.2 14.9 19.6 35.1 
7. requires less time to 1.4 1.4 8.2 21.1 33.3 34.7 
teach. 
8. concepts can be taught by 3.4 6.1 8.8 17.6 31.8 32.4 
any teacher. 
9. is a desirable topic to 38.8 37.4 13.6 6.8 1.4 2.0 
teach. 
10. is a controversial topic. 26.5 23.8 25.9 4.8 8.2 10.9 
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Table FI2. (Cont.) 
Completely Mostly Slightly Slightly Mostly Completely 
Agree Agree Agree Disagree Disagree Disagree 
1 2 3 4 5 6 
N = 148 
Percentages® 
Emotional and Social Health 1 2 3 4 5 6 
1. is a controversial topic. 22.4 23.1 28.6 6.8 12.2 6.8 
2. is easy to teach. 1.4 9.5 11.6 21.8 23.8 32.0 
3. should not be taught in 
school. 
4.1 2.0 1.4 4.1 27.0 61.5 
4. is interesting. 34.5 38.5 17.6 7.4 1.4 0.7 
5. is unimportant. 1.4 0.7 2.7 4.7 28.4 62.2 
6. is boring. 2.7 9.5 19.7 19.0 26.5 22.4 
7. requires less time to 
teach. 
1.4 2.7 11.6 27.9 34.0 22.4 
8. concepts can be taught by 
any teacher. 
0.7 6.8 16.2 16.9 30.4 29.1 
9. is a desirable topic to 
teach. 
36.7 34.0 22.4 4.8 1.4 0.7 
10. should be taught in the 
family. 
29.9 18.4 21.1 8.8 15.6 6.1 
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Table F12. (Cont.) 
Completely Mostly Slightly Slightly Mostly Completely 
Agree Agree Agree Disagree Disagree Disagree 
1 2 3 4 5 6 
Health Resources 1 2 
N = 148 
Percentages^ 
3 4 5 6 
1. should be taught in the 20.3 14.2 14.2 8.8 16.2 26.4 
family. 
2. is boring 6.1 17.6 25.0 20.3 15.5 15.5 
3. should not be taught in 1.4 1.4 5.4 11.5 30.4 50.0 
school. 
4. is interesting. 14.2 18.9 37.8 19.6 8.1 1.4 
5. is unimportant. — 2.0 6.8 15.5 35.1 40.5 
6. is easy to teach. 3.4 150 28.6 21.8 15.6 15.6 
7. requires less time to 2.1 18.5 23.3 26.0 17.8 12.3 
teach. 
8. concepts can be taught by 3.4 14.2 25.7 22.3 18.9 15.5 
any teacher. 
9. is a desirable topic to 14.2 29.1 38.5 10.8 4.7 2.7 
teach. 
10. is a controversial topic. 12.8 8.8 26.4 16.9 20.3 14.9 
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Table F12. (Cont.) 
Completely Mostly Slightly Slightly Mostly Completely 
Agree Agree Agree Disagree Disagree Disagree 
1 2 3 4 5 6 
Prevention and Control of 
Disease 1 
1. is a controversial topic. 30.4 
2. is easy to teach. 6.8 
3. should not be taught in 0.7 
school. 
4. is interesting. 35.8 
5. is unimportant. 0.7 
6. is boring. 2.7 
7. requires less time to 
teach. 
8. concepts can be taught by 2.7 
any teacher. 
9. is a desirable topic to 31.8 
teach. 
10. should be taught in the 35.8 
family. 
N = 148 
Percentages® 
2 3 4 5 6 
22.3 23.0 4.7 12.2 7.4 
12.9 12.2 45.6 25.9 26.5 
2.0 0.7 2.7 25.0 68.9 
38.5 16.9 6.1 0.7 2.0 
1.4 2.0 4.1 28.4 63.5 
12.2 11.6 17.0 27.2 29.3 
4.8 8.8 25.2 33.3 27.9 
4.1 13.6 18.4 34.0 27.2 
37.2 20.9 5.4 3.4 1.4 
21.6 16.2 9.5 8.1 8.8 
